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Commentary
i) Summary
The 18 papers submitted are a cross-section of my publications in interprofessional 
education (IPE) since becoming actively engaged in that field in 1989. They comprise 
four themes. Each is updated and complemented by additional conceptualisations. 
Together, they point to the need to: systematise relationships between stakeholders 
centrally; remodel IPE as a continuous cycle of learning and development; triangulate 
data from monitoring, reviews and evaluations to verify its evidence base; and 
establish IPE as a community of practice.
ii) Introduction
Revisiting the papers submitted provides an opportunity to reflect upon my 
contribution to the development of IPE during the past 18 years. The need to prepare 
this commentary instils an overdue discipline to establish coherent relationships 
between papers written at different times for different purposes and different 
readerships. IPE has become more varied in form, purpose and content during those 
years as it has been adopted and adapted for different fields of practice with different 
configurations of professions in different countries. Any attempt to impose a single set 
of structures would invite the riposte that 'one size does not fit all'. The need is rather 
for frames of reference within which to locate different approaches to IPE. This 
commentary suggests some of them within which earlier formulations in the papers 
submitted can be embedded.
iii) An Interprofessional Journey
My mission during the past 18 years, more by accident than by design, has been to 
play some part in energising, elucidating and coordinating activists in the UK and 
beyond as they have promoted and developed IPE between health, social care and 
other professions, in the belief that it will improve collaboration in practice and quality 
of care for individuals, families and communities. It has also, in more recent years, 
been to assemble with others the emerging evidence base for IPE (Barr et al., 2000 & 
2005; Hammick et al., 2007; Zwarenstein et al., 2001 & in press) and draft guidelines 
based on best practice to improve methodological rigour in evaluating IPE (Freeth et 
al., 2005a&b).
These overlapping phases capitalised upon my prior experience as a long-serving 
Assistant Director of the former Central Council for Education and Training in Social 
Work (CCETSW) carrying the lead responsibility for research and development, 
including the oversight of early moves towards 'shared learning' with other 
professions. That experience was put to good use following an invitation in 1989 to 
direct a newly-established Centre for Interprofessional Studies in the School of Social
Studies at the University of Nottingham, leading to my appointment as Special 
Professor in Interprofessional Studies and my first IPE research projects (Barr, 1994a; 
Barr & Shaw, 1995). Opportunities followed nearer home in London as Research 
Coordinator and later Professor (now Emeritus) of Interprofessional Education in the 
School of Integrated Health at the University of Westminster and currently through 
visiting chairs in the same field in the School of Health and Social Care at the 
University of Greenwich, the Florence Nightingale School of Nursing and Midwifery 
at King's College London, and the Faculty of Health and Social Care Sciences at 
Kingston University and St George's University of London. The Presidency (formerly 
the Chairmanship) of the Centre for the Advancement of Interprofessional Education 
(CAIPE) provides a privileged overview of interprofessional developments 
throughout the United Kingdom (UK), complemented by a global overview leading 
and speaking at numerous international conferences, editing (now co-editing) the 
Journal of Interprofessional Care, editing the 'Promoting Partnership for Health' book 
series for Wylie Blackwell, serving on the Board of the International Association for 
Interprofessional Education and Collaborative Practice (InterEd) and, most recently, as 
a member of the World Health Organization (WHO) Study Group reviewing IPE and 
collaborative practice. Observations in this commentary draw upon these diverse 
experiences - verified and referenced where possible.
iv) A Field Ripe for Scholarship
Sustained efforts have been made during the past decade, notably in the UK, to 
establish IPE as a field of scholarly endeavour worthy of its claims to a place in the 
mainstream of professional education for health and social care. Freestanding 
examples of IPE can still be found, but it is now woven more often into the fabric of 
uniprofessional and multiprofessional education where it is subject to systematic 
approval internally by higher education institutions (HEIs) and externally by 
regulatory bodies, professional associations (including royal colleges) and the Quality 
Assurance Agency for Higher Education (QAA). Intervention by regulatory bodies 
and professional institutions safeguards profession-specific concerns. Intervention by 
the QAA safeguards broader-based academic and professional standards informed by 
benchmarking statements determined in consultation with those associations and 
leading to consensus between them (QAA, 2001). These organisations appoint teams of 
assessors to approve and review professional programmes, assessors who expect them 
to be grounded in theory and substantiated by evidence. Those expectations are 
reinforced by external examiners appointed by the HEIs to moderate students' work in 
accordance with standards and requirements for academic qualifications and 
professional awards.
Gone are the days when IPE could be regarded as an ephemeral predilection on the 
margins of professional education, immune from such rigours. It is now subject to the 
same academic pressures as the uniprofessional and multiprofessional programmes 
within which it is invariably incorporated. Exponents of IPE have responded with 
determination to secure its knowledge, evidence, theoretical and value bases, but 
progress has been painstaking in contested territory, dependent upon finding 
accommodation between practising professions and academic disciplines.
Pursuit of scholarship alone would, however, risk accusations of 'academic drift'. The 
Department of Health through NHS Strategic Health Authorities (SHAs) insists that 
IPE be 'fit for purpose', i.e. responsive to the exigencies of the service to develop a 
workforce that furthers the modernisation agenda. Tension between the expectations 
of academe and service agencies has to be managed.
v) The papers selected for submission
The 18 papers submitted are some of the many written assignments undertaken along 
my 'interprofessional journey' in response to the pressures to establish the academic 
and professional credentials of IPE. They comprise a cross-section of my publications 
in the field of IPE, chosen to maximise evidence of my contribution, but to minimise 
overlap, repetition and joint authorship. This commentary provides an overview 
within which the submitted papers are embedded and, where possible, updated with 
reference to subsequent work (by myself and others). Each theme includes at least one 
original conceptualisation. International perspectives inform most of the papers, but I 
focus for the sake of brevity and simplicity on England during a period of devolution 
and divergence between the four countries of the UK.
The papers are grouped into four interlocking themes and numbered in the order in 
which they first appear:
Theme A: from instigation to implementation
- establishing why, when, where and how IPE took root
- charting its development and incidence
Theme B: from clarification to codification
- defining and classifying IPE
- delineating its dimensions and reformulating them cyclically
Theme C: from evaluation to verification
- developing methodology to evaluate processes and outcomes 
in IPE
- reviewing evaluations
Theme D: from conceptualisation to theorisation
- identifying, comparing and grouping theoretical perspectives 
on IPE
- selecting a theoretical framework
Half the papers inform Theme A. The first is an overview of the development of IPE 
worldwide (paper Al). It provides the context for the second which is a more 
searching review of such developments in the UK (paper A2). The third refers to 
expectations for IPE in two seminal WHO reports with examples to illustrate how each 
has been implemented at home or abroad (paper A3). The fourth reports findings from 
a survey of IPE 'initiatives' reported in the UK (paper A4). The fifth (based on my 
professorial lecture at Greenwich) is a critique of government policies for NHS reform 
and their implications for collaborative learning and practice (paper A5), whilst the
sixth records how those policies were carried forward (paper A6). By way of contrast, 
the seventh offers a bottom-up perspective, with reference to stress in contemporary 
practice and ways in which interprofessional learning and practice may alleviate it 
(paper A7). The eight is a position paper commissioned by the Higher Education 
Academy (paper A8). So is the last in this section, prepared more recently as a 
backdrop for an international/interprofessional conference in London (paper A9).
Five papers inform Theme B. The first sets out alternative structures to build IPE into 
professional education (paper Bl). The second formulates outcomes from IPE as 
competencies in terms comparable to those being adopted at the time of writing 
throughout professional education (paper B2). It complements the third (paper B3), 
which floats a typology of IPE with predicted outcomes, subsequently incorporated 
into systematic reviews. The fourth (paper 4) develops approaches to interprofessional 
teaching and learning touched on in the third. The fifth is somewhat different (paper 
5). It was presented in response to a challenge to demonstrate the relevance of IPE to 
communitarian approaches to health improvement on the North American Indian 
tribal reservations. It calls on examples of interprofessional intervention in desperately 
deprived neighbourhoods in developing but also developed countries. In so doing, it 
introduces perspectives on IPE which may be new to some western exponents, but 
grounded in third world experience associated with community/campus partnerships 
and community development.
Two papers inform Theme C. The first is review of evaluations of IPE in the UK (paper 
Cl), which complemented a systematic review of such evaluations worldwide (Barr et 
al., 2005). The second draws on the experience of those reviews to help others evaluate 
their IPE initiatives (paper C2).
The remaining two papers inform Theme D. Both were written to widen 
understanding of IPE. The first provides the jumping off point for the fullest 
discussion in this commentary (paper Dl). It groups theoretical perspectives on IPE in 
relation to its reported outcomes. The second (paper D2) explores the value base for 
IPE on which much work remains to be done within the emerging theoretical 
framework favoured at the end of the section.
vi) The methodologies employed
Some of the papers submitted are critical commentaries. Two of them (papers A2 & 
Cl) include critiques of methodologies employed by others and a third (paper C2) 
guidance for the application of evaluative methodologies in IPE. Others demonstrate 
my own call upon a range of methodologies from prior experience, applied and 
developed in the interprofessional context. They include documentary research 
(papers Al, A2, A6 & A8), survey methods (paper A4) and case studies (papers A3, A7 
and B3). Systematic review methods were new territory for me developed with 
colleagues (Barr et al., 2005). The review submitted (paper Cl) stops short of being 
systematic, but falls within a rolling programme of work that broke new ground in 
adapting and developing systematic review methodology.
vii)The Four Themes
- from instigation to implementation
IPE 'initiatives' were first reported in Canada, the UK and the United States in the late 
1960s (see paper Al) without reference to each other. Innumerable accounts followed 
of initiatives in North America and Northern Europe with some in Australasia. 
Accounts from other countries were few and hardest to track down in developing 
countries where lack of resources constrained evaluation and publication.
Early initiatives were characteristically isolated, local, ephemeral and 'bottom-up', 
although some in the UK (see paper A2) enjoyed support and encouragement from an 
alliance of regulatory and professional bodies centrally. Nationally-led rolling 
programmes began to develop as IPE moved beyond introspection about 
interprofessional relations towards engagement in health promotion and service 
improvement.
Successive reports from the WHO during the 1970s had called for reforms in health 
professions' education, as documented by Tope (1996), leading to its seminal 
proposals for "multiprofessional education" 1 (WHO, 1988). No one initiative could 
reasonably be expected to meet all the objectives set by the WHO in that report, but 
paper A3 gives examples for each.
Paper A4 takes stock of developments in the UK. Paper A5 and A6 trace the 
formulation of UK policies informing the development of IPE. By way of contrast, 
paper A7 offers a grassroots perspective on stresses inherent in contemporary health 
and social care practice and the means by which IPE may help to alleviate them. I was 
commissioned by CAIPE (Barr, 1994a), the UK Central Council for Nursing, Midwifery 
and Health Visiting (Barr, 2000) and the Higher Education Academy (Barr, 2002) to 
review developments. The last of these is submitted as paper A8 followed by an article 
to provide a more up-to-date picture (paper A9).
Reports from the central government prior to 1997 mainly focused on improving 
collaborative practice without reference to ways in which education might be invoked 
as a means to promote it. Judicial inquiries into child abuse2 spearheaded calls for 
'joint training' in the belief that it would improve communication and trust between 
practitioners from different professions, reinforced by reports from regulatory bodies 
and special interest groups (paper A2). Reported IPE initiatives in child protection 
were, however, few relative to the number in primary health and community care 
(paper A4)3 .
Pressure in the UK to promote 'common learning' built up from 1997 onwards 
following the election of the Labour government and became a central plank in its
1 Multiprofessional education as used by the WHO at that time equates with interprofessional education 
in this commentary.
2 Also failures in aftercare for discharged ex-patients from psychiatric institutions resulting in tragedy.
3 The imbalance may be partly explained by the surveys' methodology.
health and social care policies, not only to improve collaborative practice, but also to 
remodel the workforce as part of the modernisation agenda and to enlist the rising 
generation of health and social care professionals as agents of change (Department of 
Health, 2001 a&b; 2004 a&b). Common curricula would lay foundations of common 
understanding and competence to facilitate flexible working, threatening comparative 
learning enshrined in IPE and specialist learning for each profession (Paper A8).
Depending upon your point of view, common learning was either built on the 
experience of IPE, or a radical departure. Either way, IPE was becoming confused, 
despite the efforts of its exponents to clarify terms and concepts, giving renewed 
credence to those of its detractors who professed themselves unable to grasp its 
essentials (paper A8).
Implementation of policies for IPE (or common learning) depended upon collaboration 
between stakeholders nationally, regionally and locally, which I present in Figure 1.
Figure 1: Relationship between Stakeholders in IPE
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This figure locates policy formulation, educational provision, commissioning and 
regulation at four corners of a diamond, connected by six lines of communication. 
Each corner has three key stakeholders who comprise a subsystem with their own 
lines of communication:
Policy formulation: central government - the Department of Health (DH) with lead 
responsibility for health and social care education and practice4; the Department of 
Employment & Productivity (DEP) as the driving force behind the skills-based 
vocational training; and the Department for Innovation, Universities & Skills (DIUS) 
with overall responsibility for education.
Educational Provision: HEIs mounting professional and interprofessional education 
programmes; service agencies as their partners providing practice placements; with 
service users and carers as active participants.
Commissioning: HEFCE funded programmes; SHAs and local authorities funding 
students informed by workforce strategies commended by Skills for Health and Skills 
for Care; and separate arrangements for medicine and dentistry.
Regulation: the QAA setting academic and overall professional standards5; 
professional and regulatory bodies setting profession-specific standards; and trade 
unions safeguarding the interests of their members
HEIs reconciled, as best they could, differing expectations nationally for professional 
and interprofessional education (Barr, 2002), while their teachers turned in growing 
numbers for support from three of the Higher Education Academy subject centres6 
and many of the Centres for Excellence in Teaching and Learning (CETLs) (Higher 
Education Academy, 2007)7.
The Department of Health stressed the importance of regional and local partnerships 
to promote and develop pre-registration 'common learning sites' (paper A6). One or 
more HEI has joined forces, in each case, with service delivery agencies (typically NHS
4 Staffing cuts in the Department of Health have curtailed its direct intervention in professional and 
interprofessional education for health care, prompting it to rely more on the SHAs and 'Skills for 
Health' (with 'Skills for Care' in parallel) to implement its policies.
5 The influence of regulatory and professional bodies has waned as that of employers and educational 
commissioners has waxed notwithstanding the consensus achieved across professions during phase one 
of the preparation of the QAA benchmarking statements as standards to be attained by pre-registration 
programmes. The Department of Health and 'Skills for Health' seem to have been less enthused, 
confirmed when took steps to reinforce employment representation on the reconstituted QAA group 
charged with the task of taking further the harmonisation of the benchmarking statements (QAA, 
2006).
6 They are health sciences and practice; medicine, dentistry and veterinary medicine; and social work 
and social policy.
7 Funded by HEFCE.
trusts, local authority social services departments and independent organisations) with 
WDCs (later SHAs) as the principal funding source.
Application of the model has necessarily taken many forms, depending upon 
topography from sparsely populated rural regions, at one extreme, to metropolitan 
counties and segments of London, at the other. It has had to take into account 
historically and accidentally determined distribution of education programmes for the 
various health and social care professions between faculties or schools within the same 
and different HEIs in the same and different cities. Paper Bl identifies three models 
that have been adopted to bring their curricula together at the pre-registration stage 
(with three more at the post-registration stage).
Sustainability is problematic. For example, in south east London a complex multi- 
university programme is in abeyance, after being found to be too time-consuming and 
too difficult to manage. In Southampton and Portsmouth bussing students between 
universities in the two cities has ceased on grounds of logistics and cost. Over complex 
formulae for collaboration, it seems, cannot be sustained (Hudson, 1998). Nor can it be 
assumed that IPE once established will survive. To assert that IPE is now safe in the 
mainstream of higher education would be to assume that the case for its introduction 
has been made beyond question, that its academic credentials are secure, that its 
relatively high costs will be met even when training budgets are cut, that all HEI 
managers are firmly on side and that new appointees will always be sympathetic.
The radical solution remains to be confronted, namely relocation of professional 
educational programmes for health and social care between HEIs. The case for 
relocation becomes compelling to secure more economic, more efficient, more effective 
and better integrated provision as multiprofessional and interprofessional education 
become more lasting and more pervasive. But experience in Sheffield is a warning of 
the tensions that can be generated and their adverse impact on IPE. Relocation there of 
SHA resources, and hence student numbers for nurse education between the two 
universities, deprived one of them of pre-registration nursing student and put an end 
to joint IPE programmes. Co-location of programmes for nursing, allied health 
professions and social work without including medicine may be divisive and reinforce 
institutionalisation into two educational tiers.
IPE developments have been the subject of reviews commissioned by government and 
others (paper A2). Some commissions stipulated the need to establish the incidence of 
IPE, although few of the reviews actually did so. Reasons were not volunteered, but 
the most likely explanation was that the researchers found systematic identification 
and quantification of initiatives inherently difficult when IPE was known by a variety 
of names, respondents were prone to adopt their own definitions, and IPE was often 
woven imperceptibly into the fabric of professional and multiprofessional education.
CAIPE commissioned two surveys (Shakespeare et al., 1989; Barr & Waterton, 1996, 
paper A4). A rich seam was mined indicative of the diverse range of IPE throughout 
all parts of the UK, but neither survey had sufficient resources to solicit data from 
more than a limited number of respondent groups. Competing claims on resources 
allocated for the second survey prevented plans to follow up non-respondents. That
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accounted, in part, for a lower response rate than for the first survey, rendering 
comparison between findings invalid.
The second CAIPE survey concluded that methodological and resource constraints 
prompted questions about dividends from future surveys relative to cost. Available 
funds might be better invested in qualitative research into selected IPE initiatives. 
Despite two further surveys (CVCCP, 1997 and CAIPE as summarised in paper A2), 
obtaining reliable and up-to-date data remains problematic. Attempts to maintain 
running records of IPE initiatives on websites have been defeated by resource 
constraints.
- from clarification to codification
Notions of 'joint training' invited diverse interpretation, compounded by a plethora of 
seemingly more sophisticated terms. Commentator after commentator introduced 
their own into the "terminological quagmire" (Leathard, 1994, 5) with scant regard for 
others already enjoying some currency. The more IPE (by whatever name) extended 
into different fields and countries, the more pressing the need became for an agreed 
definition.
The WHO (1988) employed the term 'multiprofessional education' to complement 
profession-specific learning to acquire the skills necessary for solving the priority 
health problems of individuals and communities (see paper A3).
Consistent with its name, CAIPE (1997) commended the term 'interprofessional 
education' and endorsed the definition that I had drafted for it:
Occasions when two or more professions learn with, from and about each other to 
improve collaboration and the quality of care.
The need had become pressing to distinguish IPE from other forms of joint training or 
shared learning with which it was often confused and in which it was often 
embedded. CAIPE therefore defined multiprofessional education as:
Occasions when two or more professions learn side by side for whatever reason
Viewed thus, IPE was a sub-set of multiprofessional education, but with a permeable 
boundary where each could grow out of the other. The CAIPE definition for IPE has 
gained worldwide currency, but an overarching classification of types of IPE has yet to 
be formulated. Its utility would, in any case, be dependent on the purpose for which it 
was intended. The papers submitted distinguish between different models for 
incorporating IPE (paper Bl), competency-based outcomes (paper B2) and the 
relationship between means and ends (paper B3) refined and tested later against 
findings from a subsequent systematic review (Barr et al., 2005), and learning methods 
(paper B4).
That review distinguished between three foci for IPE - individual preparation, team 
development and service improvement. My colleagues and I were however, at pains to
explain that findings from such a review (and hence any classification derived from it) 
were likely to be atypical of IPE in general. I have since introduced a fourth focus - 
community development - found in the IPE literature, but not yet subjected to 
sufficient evaluative rigour to qualify for inclusion in a systematic review (paper B5).
Preparation of this commentary prompts me to revisit my earlier attempts to classify 
IPE (paper B3). The first of two models is simple and basic (Figure 2), comprising two 
dimensions, each constituting a continuum of change from conservative to 
transformative8 .
Figure 2: Educational and service delivery dimensions of IPE.
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Both extremes on both dimensions have no place for IPE. The extreme conservative 
position on the educational continuum preserves and protects uniprofessional 
education within pre-existing programmes to the exclusion of IPE which may be 
perceived as threatening or destabilising. The extreme transformative position on that 
continuum replaces uniprofessional programmes by a supra-system of pan- 
professional education, rendering IPE redundant.
The extreme conservative position on the service delivery continuum puts preserving 
and protecting pre-ordained professional identities, roles and demarcations before the 
need to improve interprofessional relationships which might threaten or disrupt them.
The extreme transformative position on that continuum sees remodelling the 
workforce and services as primary, improving collaboration as secondary or 
transitory. Collaboration, insofar as it is mentioned, equates with give and take in 
response to the exigencies of service delivery for flexible deployment, blurring and 
crossing professional boundaries unconstrained by sensitivities and legalities about 
professional roles.
8 Transformative is used here to refer to transformation of role, not of person as per Mezirow (1991).
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The conservative extremes represent residual resistance to interprofessional learning 
and working. The transformative extremes represent the radical reforms in both 
education and service delivery originating in the recommendations of the Schofield 
committee (Schofield, 1995), reinforced by proposals to extend national vocational 
qualifications (NVQs) for health and social care to professional level (Barr, 1994b) and 
later legitimised in the 'knowledge and skills framework' formulated by Skills for 
Health (paper A6). Neither Schofield's recommendations nor plans for the upward 
mobility of NVQs were implemented, but the knowledge and skills framework 
remains on the table to inform work to remodel the workforce in, for example, public 
health (Skills for Health, 2007).
Introduction of foundation degrees for health and social care activated that framework 
with some programmes designed to respond flexibly to the workforce needs of local 
employers, without reference to pre-existing professions and occupations. Conceived 
like NVQs before them at the paraprofessional level, programme providers and 
graduates are exerting upward pressure; the line between paraprofessional and 
professional strata can no longer be held.
Tension between these conservative and transformative extremes is institutionalised 
between professional and regulatory bodies, on the one hand, and commissioning 
bodies, on the other (see Figure 1 above). IPE occupies the middle ground on both 
continuums, in contested territory, holding the tension as it is pulled in contrary 
directions by conservative and transformative forces.
Three of the four quarters in figure 2 equate with the three foci formulated by Barr at 
el al. (2005) and can be summarised thus9 :
1) Preparing for collaborative practice, but preserving and protecting 
predetermined professional identities, roles and demarcations;
2) Preparing for collaborative practice, where others in the interprofessional 
team authorise and enable the practitioner, within the constraints of law and 
policy, to carry responsibilities beyond those predetermined for his/her 
profession;
3) Learning together whilst effecting quality improvement and instigating 
change in service delivery.
The first focus is typical of much university-led IPE at the pre-registration stage, 
constrained by external regulation and scrutiny of professional programmes and 
mindful of the contractual obligations that each HEI has towards each of its students. 
The second focus should arguably be more firmly established at the pre-registration 
stage than seems to be the case (Barr et al., 2005; Miller et al., 2001). It is more in 
evidence at the post-registration stage, whether in work-based development or in 
those multiprofessional education programmes that prepare students for new models 
of care, e.g. in mental health. Similarly, the third focus is more common at the post- 
registration stage, for example in work-based continuous quality improvement (CQI)
The fourth is left blank based on the premise that conservative IPE cannot contribute to transformative 
service delivery.
11
projects or innovative university-based programmes. Notwithstanding arguments that 
future professionals should be motivated and equipped to be agents of change, the 
feasibility and desirability of going beyond a critical appreciation of practice is 
questionable at the pre-registration stage.
Each focus can stand alone, but can, with advantage, be viewed as mutually 
reinforcing. This suggests a cyclical model with three entry points (see Figure 3), 
progressing clockwise or anti-clockwise.
Figure 3: A cyclical model of IPE
3 Service 1 individual
Development
2 Team
- from evaluation to verification
Pressure to assemble evidence underpinning claims made for IPE built up during the 
late 1990s at a time of mounting concern to establish the evidence-base, not only for 
professional practice, but also for professional education (Hargreaves, 1996). The first 
of three international conferences entitled All Together Better Health (held in London in 
1997 for which I had lead responsibility along with the third in 2006) seemed an ideal 
opportunity to focus on the effectiveness of interprofessional practice and IPE as a 
means to promote it.
Two propositions were put:
  That interprofessional practice improves the quality of care
  That IPE improves collaborative practice
Distinguished scholars were invited from both sides of the Atlantic to address these 
propositions (Leathard, 1997). Outcomes fell short of expectations which, with benefit 
of hindsight, were naive although some progress was made in refraining questions 
and mapping territory. The answers, it became painfully clear, were going to be more 
complex than the propositions. There would be no 'quick fix'.
Most UK IPE initiatives had reportedly been evaluated (paper A4), but documentation 
was sparse and publications lacking, while a few rigorously conducted evaluations 
were cited repeatedly (paper Cl). Overviews of IPE developments were illuminating, 
but invariably stopped short of providing examples which might have augmented the
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small pool of published evaluations. Protecting the anonymity of sources was deemed 
to be good practice10 .
Neither isolated evaluations nor occasional reviews were enough. Sustained and 
systematic searches were needed to track down evaluations that would provide a 
baseline for future policy, pointers for future evaluations and verify or vitiate claims 
made for IPE. Systematic reviews were beginning in health care practice, notably 
under the auspices of the Cochrane Collaboration. These developments prompted a 
number of UK researchers (myself included) to explore the application of that 
methodology to determine the efficacy of IPE. Approaches to Cochrane received an 
encouraging response and a review group was established under its Effective Practice 
and Organisation of Care Group (EPOC) with Merrick Zwarenstein (then with the 
South African Medical Research Council) as mentor. Criteria for the review that 
followed focused narrowly on direct benefit to patients attributable to an IPE 
intervention and evaluations constituting randomized controlled trials, controlled 
before and after studies, or interrupted time series studies. None were found despite 
an exhaustive search of over a thousand abstracts and scrutiny of 89 papers 
(Zwarenstein et al, 2001). Disappointed, the Cochrane Group seemed at first to be 
faced with a choice between abandoning its search, or repeating the review after an 
interval in accordance with its obligation to the Cochrane Collaboration and in the 
hope of finding more.
That review was repeated (Zwarenstein et al., in press), even though most members of 
the Group had become increasingly ill-at-ease with Cochrane's linear and positivist 
approach. Their own research had heightened their awareness of alternative 
paradigms - qualitative as well as quantitative - for the evaluation of education. They 
determined to conduct a further systematic review taking into account a continuum of 
outcomes and a range of research methodologies. The group was reconstituted as the 
Interprofessional Education Joint Evaluation Team (JET), with some changes of 
membership and a new review undertaken. Its report (Barr et al., 2005) was built 
around the 107 robust evaluations found, which met quality checks for presentation 
and rigour. Limited though the findings were, the report seemingly succeeded in 
putting to rest recurrent criticism that claims made for IPE lacked evidence. A follow 
up study (Hammick et al., 2007) adds more recent evaluations, imposes a higher 
threshold and organises data by precept, process and product (Biggs, 1993; Dunkin & 
Biddle, 1974).
A UK review (paper Cl) was undertaken along the way, funded by the British 
Educational Research Association. It was less systematic than the three reviews above, 
but benefited from the team's intimate knowledge of IPE initiatives in the UK. The 
outcome was the presentation of 19 qualitative case studies with a commentary. The 
earliest of these dated back to the 1970s. Evaluations had been conducted mostly by 
the teachers with uneven rigour and limited impact, in isolation and without reference 
to other such evaluations. There are, however, signs that these defects are being 
remedied. More evaluations are being conducted in the UK, more often published, 
with more cross-communication and more rigorous methodology, encouraged
10 This was questionable with reference to publicly funded education mounted by public institutions. 
Many HEIs, in my experience, would have readily given permission in a spirit of openness and 
exchange. Indeed, some published named reports later.
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perhaps by the availability of guidelines (see paper C2 and Freeth et al., 2005 a&b). 
They include an independent evaluation (Miller et al., 2006) of four pre-registration 
'common learning pilot sites' funded by the Department of Health. Each site also 
conducted its own internal evaluation leading to numerous papers and a composite 
publication (Barr, 2007, from which chapter one is submitted as paper A6).
Ongoing monitoring by JET confirms that the number of robust evaluations of IPE is 
increasing and improving in quality. Encouraging though that is, reliance on relatively 
few evaluations is less than satisfactory.
Progression (some may say regression) from the Cochrane to the JET reviews prompts 
questions about the efficacy of different research paradigms to evaluate education in 
general and interprofessional education in particular. Protestation that IPE lacked 
evidence of effectiveness seems to have lessened since the first JET report was 
published, although arguments for linear, quantitative and positivist evaluation 
persist (as restated at the time of writing in objectives for a major North American 
interprofessional conference - www.ipe.umn.edu).
Researchers may debate hierarchies of evidence according to the credence of different 
research paradigms, including their implications for IPE (Page & Meerabeau, 2004). 
Meanwhile, policy makers may give more weight to feedback on the progress of IPE 
that they commission, educational managers to outcomes from internal reviews or 
external reviews on behalf of the QAA, and teachers to external reviews by their 
respective professional bodies.
Evidence from these sources is held in tension, a creative tension that needs to be 
acknowledged and institutionalised between the parties to inform negotiations about 
programme improvement. Internal and external review processes, criteria and 
outcomes need therefore to be transparent and exposed to the same critical scrutiny as 
published research and funds invested accordingly (see Figure 4).
Figure 4 Triangulating the evidence base for IPE
External 
Evaluative 
Research
External 
Approval 
& Review
Internal
Approval &
Review
Commissioning
& 
Monitoring
Notwithstanding the accretion of more and better systematic research-based 
evaluations, the time is still far off when evidence derived from them alone will be 
sufficient to verify the effectiveness of IPE. Triangulation may therefore be helpful to
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relate findings from such evaluations, from commissioning and monitoring, and from 
internal and external approval and review.
- from conceptualisation to theorisation
Efforts to codify, classify and conceptualise IPE are open to the objection that they 
'package' it prematurely, inhibiting imagination and innovation, and denying its 
innate complexity. I have been mindful of those dangers throughout, but the positive 
reception that earlier formulations received (e.g. Barr, 1994a) encouraged me to believe 
that the search for a semblance of order was welcome and the risks worth taking. The 
papers submitted include several attempts to codify aspects of IPE. This commentary 
has added more, as have others (see, for example, Howkins & Bray, 2007).
IPE was long regarded as light on theory. The introduction of theoretical perspectives 
has, however, gained momentum as IPE has been integrated into professional 
programmes within the mainstream of higher education. Teachers have searched for 
ways in which they can understand IPE by calling upon theoretical perspectives from 
disciplines contributing to professional education in their respective fields. Those 
efforts may contribute in part to the acceptance of IPE in higher education, giving it 
credence in the professional fields from whence the theoretical perspectives come, 
enabling teachers from the relevant discipline to contribute intelligently to IPE and 
instilling rigour into the design, delivery and evaluation of IPE programmes.
Pre-registration programmes, if and when grounded in theory, tend according to 
Cooper et al (2001) to adopt a single perspective. For example, Carpenter and 
McMichael (paper A8), at much the same time but unbeknown to each other, applied 
contact theory to the design and evaluation of IPE. In naive form, that theory held that 
bringing groups together was enough to reduce hostility - overcoming ignorance and 
prejudice, relinquishing negative stereotypes, but from the outset Allport (1954) 
argued that contact was not enough to achieve those ends. Conditions had to be met: 
equality of status; common goals; co-operative learning; and institutional support. 
Evaluations of IPE (Barnes et al, 2000; Carpenter, 1995; Carpenter & Hewstone, 1996; 
McMichael & Gilloran, 1984) have measured attitudinal change between groups taking 
into account whether these conditions were satisfied (see also Hewstone & Brown, 
1986; Dickinson & Carpenter, 2005).
The attractions of contact theory in IPE are many. It complements principles of adult 
learning which have been widely adopted in IPE and incorporates interprofessional 
values (paper D2). It acts as an antidote to interpretations of IPE that imply that 
common learning and didactic teaching is enough without comparative and 
interactive learning (see above). It is more apposite where IPE focuses on the 
modification of attitudes and perceptions between professions and in teams than at 
first sight when IPE focuses on organisational change and service improvement. Less 
apposite, that is, until account is taken of the adverse impact that change can have on 
relationships between the parties, where defensive reactions may impede progress. 
Viewed thus, IPE needs always to be designed in accordance with the requirements 
enshrined in contact theory to sustain and, when necessary, repair relations between
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the participant professions. But to conclude that contact theory alone serves as a 
sufficient foundation for IPE would be to go too far.
A single theory can, as contact theory exemplifies, illumine the relationship between 
process, context, content and outcomes for particular types or facets of IPE. No one 
theory can, however, do justice to the complexity and diversity of IPE. One-off 
theories, drawn from a single academic discipline or practising profession, sit uneasily 
in IPE where curricular development endeavours to value, incorporate and reconcile 
perspectives from each participant profession.
Opting for inputs from a single profession neglects opportunities to compare 
theoretical perspectives that inform interprofessional practice or learning. For 
example, understanding of social defences as responses to stress and therefore 
impediments to collaborative practice (Menzies, 1970, a dynamic psychologist) bears 
comparison with a more complex theoretical perspective, relational awareness theory, 
espoused by Drinka & Clark (2000) (social psychologists) which illuminates ways in 
which different members of a team modify their behavioural styles under stressful 
conditions. To take another example, arguments (see above) by Hewstone & Brown 
(1986) (social psychologists) that it is the quality of learning that modifies identity bear 
comparison with those by Bourdieu (a sociologist) (Bourdieu & Passeron, 1990) that it 
is its duration that instils 'habitus' 11 . Seemingly diverse theories can be invoked, not 
only to shed light on IPE from different perspectives, but also as a step towards 
establishing a coherent rationale for IPE. But there are dangers if and when schools 
from the same discipline, e.g. behavioural, dynamic, educational, social or 
occupational psychology, are introduced into IPE without first establishing their 
differences and testing their application for different professions.
Each of the theoretical perspectives introduced into IPE has its antecedents. Theories 
from education are perhaps the most pervasive, benefiting from the widespread 
application of principles of adult learning in professional education carried over into 
interprofessional education. Dynamic psychology owes its introduction into IPE in the 
UK to the influence of the Tavistock Centre through the pioneering work of the 
Marylebone Centre Trust influenced by Schon (1983, 1987) from the US in parallel 
with Hornby in the UK (Hornby & Atkins, 2000) and interweaving anthropological 
perspectives (Beattie, 1995). Social psychology came in through the work of Carpenter 
in Bristol, and McMichael in Edinburgh, complemented by Drinka & Clark (2000) from 
the US and a growing preoccupation with the application of identity theory (see, for 
example, Whittington, 2005). Meanwhile, sociology was illuminating the nature of 
professionalism and relations between professions (paper Dl) although its application 
to IPE was less evident in the UK than in Scandinavia where the work of Bourdieu has 
had some impact (see, for example, Almas, 2007).
Paper Dl assembles a range of theoretical perspectives to open up discussion and 
encourage others to contribute. Theories are grouped under the three foci that 
characterise IPE examples included in the systematic review, i.e. individual 
preparation, teamwork and improving the quality of care (Barr et al., 2005). These
11 As defined by Mauss (1934), habitus includes the totality of learning habits, bodily skills, styles, tastes, 
and other non-discursive 'knowledges' that may be said to 'go without saying' for a special group.
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same groupings are built into the interprofessional learning cycle (Figure 3), but 
additional theoretical perspectives introduced in more recent sources merit inclusion.
Colyer et al. (2005) edited papers presented at a special interest group on theories - 
mainly from social psychology - informing interprofessional teaching and learning. 
Dickinson & Carpenter (2005) expound contact theory, leading into identity theory 
picked up by Whittington (2005) who extends the discussion to include discourse in 
the construction of identity (Foucault, 1983) and the understanding of discourse in 
interprofessional relations. Martin (2005) and Hammick (1998) suggest that 
interprofessional curricula exemplify Bernstein's (1971 & 1996) concepts of integrated 
code and regionalisation of knowledge producing new discourses. Martin also 
introduces numerous socio-cultural learning theories to lay foundations for an 
epistemology of interprofessional pedagogy, concluding that situated learning during 
the practicum is the keystone of interprofessional theory (Lave & Wenger, 1991).
For Adams (2005), theory offers a conceptual framework that explains but in so doing 
reduces and simplifies aspects of the social world in which it occurs, often foundering 
in the contingencies of practice. Cooper and her colleagues, in similar vein, doubt the 
practicability of my prosaic suggestions for a general theory of IPE (paper A8) based 
on:
"the application of principles of adult learning to interactive, group-based learning, 
which relates collaborative learning to collaborative practice within a coherent rationale 
informed by understanding of interpersonal, group, intergroup, organizational and 
interorganizational relations and processes of professionalization".
(Barr 2002 as cited by Cooper et al., 2004,182)
Complexity theory, for Cooper and her colleagues, promises to provide IPE with a 
coherent theoretical foundation which might help to understand, if not resolve, "the 
theory versus practice conundrum". For them, IPE operates on "the edge of chaos". It 
prepares practitioners to work in complex systems by prioritising the developments of 
skills that promote survival and adaptation, resisting pressure to force it back into "a 
linear straitjacket" and setting aside predetermined statements of outcome (Cooper et 
al., 2004,182).
Their rhetoric overstates, for me, the extent to which IPE exponents rely on linear and 
positivist explanations. It fails to acknowledge movement in recent years in the 
direction that they exhort, dismissing attempts by others to formulate a theoretical 
framework for IPE from which consensus may yet come, and employing 
confrontational language that sits uncomfortably in any discourse about IPE. Price 
(2005) avoids those pitfalls, offering a more dispassionate but less challenging 
perspective on complexity (as distinct from complexity theory) in interprofessional 
education and practice.
D'Amour & Oandasan (2005, 9) commend 'interprofessionality' as an emerging 
concept into which other North American writers introduce theoretical perspectives. 
They agree that interprofessional processes are inherently complex, since they involve 
human interactions in a changing environment, but seek a way through by 
distinguishing between learner and patient-centred outcomes. Interprofessionality 
springs, they say, from the preoccupation of professions to reconcile their differences
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through continuous interaction and knowledge sharing. It depends for its success 
upon an understanding of interdependence between interprofessional education and 
interprofessional practice at interpersonal, organisational and systemic levels.
D'Eon (2005) suggests that cooperative learning, characterised by positive 
interdependence, face-to-face interaction, individual accountability, interpersonal and 
small-group skills, and group processing, is effective in team learning. For him, 
experiential learning, citing Kolb (1984), is a planned, purposeful and cyclical step 
beyond cooperative learning.
Clarke (2006 citing Lewin, 1951) reminds his readers that there is nothing as practical 
as a good theory. He distinguishes between the application of theory in instructional 
practice and facilitation of research. He commends cooperative, collaborative and 
social learning generated during exchange between the learners, associated with 
professional judgement and recognition of the social construction of knowledge within 
professions. Citing Kolb (1984), he commends experiential learning as a conflict-filled 
process out of which the development of insight, understanding and skills comes. 
Each profession, says Clarke, has its cognitive or normative map derived from the 
process of prof essionalisation. IPE entails the decentring of knowledge (Dahlgren, 2006 
citing von Glasersfeld, 1997) to become aware of points of view other than one's own.
Once light on theory, IPE is now sinking under its weight! That may not matter if 
applying theory to IPE is regarded as an esoteric pastime for a minority of academics 
on the margins of policy implementation. It becomes problematic if and when it 
prompts policy makers to conclude that theory is being used to obscure or frustrate 
their intentions. Much depends upon which of the above formulations is presented. 
Clarke speaks to fellow teachers and researchers, not to policy makers. Cooper and her 
colleagues present IPE as the means to equip students with a survival kit for a complex 
and uncertain world resulting from policies rather than to further their 
implementation. In contrast, D'Amour and Oandasan address the need for IPE to 
effect the implementation of policy. Strengthening links between theory and policy 
remains critical to secure effective working relations between academics and policy 
makers.
The above discussion has moved away from the search for a single theoretical 
perspective applicable to all IPE, and acceptable to all its exponents, towards finding a 
unifying theoretical framework within which a range of perspectives can be 
incorporated. Cable (2000) invokes the concepts of 'situated learning' and 'community 
of practice' (Lave & Wenger, 1991) to provide such a framework for his doctoral thesis 
about the preparation of medical and nursing students for collaborative practice.
For him, Lave & Wenger offer an analysis which takes as its focus the relationship 
between learning and the situation in which it occurs, a framework of social 
participation (Cable, 2000, 56-58). The reification of social process and structures, he 
argues, becomes untenable as these are constantly changing and being changed by the 
process of performance or social engagement. Learning and performance cannot be 
separated; learning is performance and the meaning of the activities that occur is a 
constantly negotiated and renegotiated interpretation of those held by all the 
participants of the world in which they practice. It is the community of practice that 
learns, not simply the individual.
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Situated learning has many attractions for IPE: its location in the process of co- 
participation; its call on a shared repertoire of communal learning resources; its 
engagement with complexity; and its facilitation of change. It accommodates, but also 
tests, the compatibility of theories that have a place in IPE, e.g. activity, adult learning, 
co-operative, discourse, experiential, organisational, reflective practice, social 
constructivist and systemic theories (as variously discussed above and in paper B2). I 
nevertheless have reservations.
The notion of 'community of practice' is unhelpful if and when it is invoked to support 
arguments that the only effective interprofessional learning is in the workplace, 
leaving students to reconcile, as best they may, situated learning in practice with 
'canonical learning' in the classroom, whilst letting university teachers off the 
interprofessional 'hook'. Such an interpretation of community of practice is divisive, 
but given credence by Lave & Wenger when they opt to focus on learning in working 
life, drawing analogies with apprenticeship, leaving aside learning in school.
IPE depends for its acceptance on finding accommodation between preordained 
structures and modes of learning for the participant professions. Situated learning may 
be welcomed by some professions, for whom it may be regarded as no more than an 
endorsement of current practice, but rejected by others. The more hierarchical and 
traditional the education for a given profession, the less likely it may be to embrace 
situated learning with the implied loss of intellectual authority and control. Situated 
learning may be tolerated by commissioning and regulatory bodies insofar as their 
requirements specify outcomes, but become problematic when those requirements 
specify inputs, i.e. content and learning methods.
It would be hard to conceive of situations in IPE devoid of competing claims for the 
inclusion of values, evidence and theoretical perspectives from different professions 
and other stakeholders. For the notion of a community of practice to be helpful and 
acceptable, it must be correspondingly inclusive. Much therefore depends upon how 
widely the boundary is drawn. A community of practice exclusive to practice learning 
may win friends amongst those in professional and interprofessional education who 
put a premium on such learning to the detriment of classroom learning, but be 
divisive. A community of practice which also includes classroom learning accords 
better with the notion of an IPE programme although time may be needed to develop 
Lave & Wenger's concepts accordingly and to win support for an elaborated model.
There is a case for going further, not only developing each programme as its own 
community of practice, but also IPE in its entirety as an overarching community of 
practice, i.e. embracing all its programmes plus national and regional systems and 
frameworks for its promotion, development, delivery and review. As one of those who 
perceive IPE as a 'movement', I find that proposition appealing. Figures 5 a, b & c can 
be applied to the second and third of these formulations. They convey how an IPE 
community of practice may be defined, reach out to professional programmes, draw 
them in and create conditions conducive to shared studies.
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Figure 5a: IPE Community of Practice:
At the stage of initial engagement with an unspecified number of 
educational programmes fo r health and social care.
Community
of 
Practice
Incorporating the following theoretical perspectives:
activity; contact; discourse; organisation; reflective practice; regionaiisation of knowledge;
social constructivism; and systems
Figure 5b: IPE Community of Practice:
At the next stage when it has encompassed an unspecified 
number of professional programmes
Profession
\ ^ 
Profession i >MMF I Profession
Community 
of
Practice
Profession Profession
Profession I ^   I Profession 
Profession
Incorporating the following theoretical perspectives:
activity; contact, discourse; organisation; reflective practice; regionaiisation of kno r
social constructivism; and systems
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Figure 5c IPE Community of Practice:
At the following stage where some but not necessarily all their 
professional programmes come together in one of more dusters.
Profession 1 Profession
Incorporating the following theoretical perspectives:
activity; contact; discourse; organisation; reflective practice: regionalisation of knowledge.
social constructivism: and systems
The end product should not be mistaken for the creation of an integrated, generic 
professional education programme. Rather a community of practice as a shared 
context and orientation for learning together, facilitating compatible and consistent 
approaches to programme design and curriculum development within which 
opportunities for learning together can be cultivated.
The way forward may then lie, not in chasing the rainbow in search of a discrete 
theory for IPE acceptable to all parties, but in integrating education for all health and 
social care within a unifying context (community of practice) and orientation (situated 
learning) within which other theoretical perspectives can be tested and, where 
necessary, modified to ensure their compatibility.
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vii) Conclusion
The papers submitted can only be understood in the context of the burgeoning 
literature about IPE in recent years of which they form part. Eighteen years ago, 
however, that literature was anecdotal, descriptive and fragmented. Despite many 
on/off IPE initiatives during the preceding 20 years, relatively few had been written 
up. The field, friends urged me, was in need of accessible, objective, detached and 
critical commentary.
Predictably perhaps, a 'new boy' with a penchant for writing for publication in an 
allied field, found himself cast (willingly) in the role of scribe. My earliest writing 
about IPE responded to pleas for reliable case studies (Barr, 1994a), soon 
discriminating in favour of those that had been subjected to evaluation, however basic 
(Barr & Shaw, 1995). But more than examples was needed to instil meaning into a 
notion subject to enigma variations, and to embed it in policy, practice and education 
for health and social care with signposts for debate and development. Skills from prior 
experience again proved to be transferable, including some well tried research 
methods. Beyond lay the need for more rigorous and disciplined enquiry, calling on a 
repertoire of research methodologies in partnership with colleagues from diverse 
disciplinary backgrounds with whom it has been my privilege to work on joint 
assignments (outside the bounds of this thesis) in the best tradition of interprofessional 
learning and working.
If caution characterises my writing on matters interprofessional, that is deliberate and 
hopefully reflected in the papers submitted. They seek to balance the general with the 
particular, the exploratory with the evidential, and the high ground of policy, theory 
and research with the low ground of teaching, learning and practice. Eschewing the 
evangelical, they aim to elucidate and substantiate. If, in the process, they have laid 
some of the foundations on which others can build, I am content.
Paper A8 has almost certainly had most impact as the first in a series published 
electronically and in hard copy by the Higher Education Academy: Health Sciences 
and Practice Subject Centre in response to numerous requests form teachers for help 
with IPE. Paper Cl, more especially the systematic review with which it is linked (Barr 
et al., 2005), seemingly brought to an end resistance to IPE on the grounds that 
evidence was lacking for its efficacy. Those papers may account, in part, for growing 
appreciation of the need for, and the merits, of qualitative evaluation in professional 
and interprofessional education. At the same time, they have driven home the need to 
discriminate between types of IPE with different objectives and outcomes relative to 
participants' experience and learning opportunities (as I had argued repeatedly but 
lacking supporting evidence in papers A3, A4, A8, B2 & B3).
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Strengthening the evidence base remains a high priority, but enough progress has 
seemingly been made to enable many exponents of IPE to move on as they explore 
different approaches to teaching and learning (paper B4), introduce theoretical 
perspectives (paper Dl) and probe value laden questions (paper D2), less distracted by 
critics on the touchline. Papers Dl and D2 were written with some trepidation in the 
hope that they would encourage others to contribute their beginning understanding. 
Publication soon after of another paper on theoretical perspectives (Colyer et al., 2005) 
was fortuitous and reinforcing, followed by others prompted in part by the lead given. 
Value bases have yet to be picked up in similar vein although the need to do so is 
pressing if IPE as a community of practice is to espouse values that inform its choice of 
theoretical perspectives and their application.
IPE, as we know it in England today, is a response to pressures originating in 
education, practice and the professions, channelled and directed by government 
towards implementing its policies for the modernisation of the workforce for health, 
social care and the wider public services. It reconciles, as best it can, an accretion of 
expectations by setting realistic objectives for each initiative located along a career- 
long continuum of professional and interprofessional learning, as yet inadequately 
formulated, still less implemented. The emphasis in recent years has been heavily on 
pre-registration IPE, in contrast to that on continuing professional development and 
post-registration studies in earlier years, but there is growing recognition of the need 
to redress the balance along that continuum.
Competing expectations may account for the confusion surrounding IPE as a concept 
during its formative years. Progress has been made in instilling coherence, but 
stakeholders still employ different discourses. There is little evidence of dialogue 
between them nationally, but ample evidence locally and regionally where the fruits of 
their partnership are plain in ambitious and well-documented pre-registration 
programmes. Credit is theirs for devising ways to weave IPE into the fabric of 
professional education, theirs too for developing programmes capable at best of 
delivering positive reciprocal perceptions and shared knowledge bases as intermediate 
outcomes that pave the way for collaborative practice. The challenge is to raise the 
standard of all these programmes to that of the best by stipulating the qualities 
necessary, underpinned by evidence, willing the means and improving evaluation and 
review.
Conclusion not closure: to attempt that would be premature at best and 
counterproductive at worst: premature when the education and practice within which 
IPE is embedded are subject to accelerating change; counterproductive when its 
effectiveness depends upon its flexibility and its sensitivity in response. IPE occupies 
the interface between professions, but also between policy, practice and education. 
Vulnerable and volatile in unsteady state: that is its birthright.
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Part 2: Assessment of multi-author contributions
Of the 18 publications presented, I was sole author for ten (papers Al, 2, 3, 5, 6 & 8, B2, 
3 & 5, and C2.) and wholly responsible for the design, execution and presentation of 
two others. One of these (paper A9) takes into account observations by my co-editor 
for the Journal of Interprofessional Care whose name appears as co-author. For the 
other (paper A4), I was helped by a research assistant for the sole purpose of data 
collection under my supervision. Five of the publications (papers A7, Bl & 4, and Dl & 
2) are chapters taken from a book based on a systematic review of evaluations of 
interprofessional education for which I was lead author (Barr et al., 2005). Two of these 
comprise formulations and classifications which I had previously published as sole 
author, brought forward and put in the context of findings from the review. A third 
(paper Bl) is an original classification devised by me during that review. All three 
were critiqued by my fellow researchers who suggested examples and data to include 
from the review. Two other chapters (papers B.2 & B4) were collated, classified and 
presented, taking into account perspective volunteered by colleagues in addition to 
my own. The remaining publication (paper Cl) reports an earlier review for which I 
carried lead responsibility throughout, working with the same team and authoring the 
report, save for the presentation of examples which was shared.
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LEARNING TOGETHER
Purpose
Learning about collaboration is one thing: learning how to collaborate is quite 
another. It is active - interactive between the parties who need to collaborate. It 
happens during education and practice, interprofessional education where 
professions learn with, from and about each other to forge effective working 
relations, interprofessional practice where those relationships are tested and 
developed. Interprofessional working is the axis around which collaboration within 
and between organisations and with patients, carers and communities revolves.
This chapter reviews the development of interprofessional education worldwide 
from a corporate perspective during the past thirty years 1 . It leads into two further 
books in preparation for this series, one establishing the evidence base for 
interprofessional education (Barr et al, forthcoming)2 and the other offering 
practical advice about developing, delivering and evaluating interprofessional 
education programmes (Freeth et al, forthcoming).
The World Health Organization
The origin of interprofessional education is widely attributed to a seminal report 
from an Expert Group convened by the Geneva headquarters of the World Health 
Organization (WHO, 1987). That report - "Learning Together to Work Together 
for Health" - did much to inspire interprofessional education initiatives around the 
world and remains the most authoritative statement. Its significance, however, lay 
in reaffirming and reinforcing much that the WHO had said before while collating 
and presenting prior experience to further WHO objectives. Its support for 
interprofessional education sprang from its mounting concern about the relevance of 
health professions' education, especially medical education, over many years, as 
Tope (1987) has assiduously documented. In 1973, an Expert Committee reviewing 
medical education had seen interprofessional and traditional programmes as 
complementary. Its members believed that interprofessional education would 
improve job satisfaction, increase public appreciation of the health care team and 
encourage a holistic response to patients" needs. Each member state in the WHO 
was charged with the task of providing interprofessional programmes, beginning 
with demonstration projects (WHO, 1973). By the time delegates met in Alma Ata 
(WHO, 1978), interprofessional education was already firmly included in the 
emerging WHO strategy to promote "Health for All by the year 200CT.
The 1987 Group was convinced that community oriented, interprofessional
1 It is based on a longer review of the development of interprofessional education worldwide, by 
Hugh Barr, which is periodically updated, to be found on www. caipe. org. uk .
2 As this particular chapter can also be read as a free standing research paper the standard Harvard 
referencing system is employed throughout, within the actual text.
education of health personnel had an important place in strategies for achieving 
Health for All which the WHO had set out a decade before (WHO, 1978). Its 
conviction was confirmed by examples quoted of interprofessional education in no 
fewer than fourteen countries - Algeria, Australia, Canada, Egypt, France, Israel, 
Mexico, Nepal, Pakistan, the Philippines, the Sudan, Sweden, the UK and the 
USA.
Nor was the WHO the only international body involved. The Organisation for 
Economic Co-operation and Development had convened a conference in 1977 to 
foster exchange of experience between interprofessional education programmes in 
different countries. It gave examples of core curricula designed to develop the 
"Regional University' to unite schools for the health professions in a common 
mission in response to the needs of the societies they served (OECD, 1977).
The first acknowledgement of interprofessional education by the World Federation 
of Medical Education came in 1988 (WFME, 1988). In the following year it called 
upon all nations globally to train their doctors in close association with the training 
provided for the other health professions, a message that it reinforced in 1993 
(WFME, 1994). The ethos of teamwork was established, said Lord Walton (then 
President of the WFME), through interprofessional education. The outcome would 
be more cost-effective doctors, better equipped to work as members of health teams 
for the benefit of both patients and communities (Walton, 1995).
The degree to which the WHO and other world organisations influenced national 
developments differed from country to country. Reference to the WHO is 
conspicuous by its absence from USA and found only occasionally in UK sources, 
but more often in those from smaller European states and developing countries.
Europe
Building upon the seminal report from its headquarters in Geneva, the WHO 
Regional Office for Europe convened a workshop in Copenhagen which further 
advanced the case for interprofessional education. Participants believed that such 
education would help health professions' students with complementary roles in 
teams as they came to appreciate the value of working together by defining and 
solving problems within a common frame of reference. Participatory learning 
methods would facilitate modification of reciprocal attitudes, foster team spirit, 
identify and value respective roles, whilst effecting change in both practice and the 
professions. All this would support the development of integrated health care, based 
upon common attitudes, knowledge and skills. Programmes were to be mounted 
collaboratively at every educational level and evaluated systematically (d'lvernois 
and Vodoratski, 1988).
Two reviews have been conducted of interprofessional education in Europe. The 
first informed discussions during the WHO workshop (dlvernois, Cornillot and 
Zomer, 1988). The second commissioned by the Council of Europe (European 
Health Committee, 1993) tracked subsequent developments. Both focused upon 
programmes in particular universities rather than the workplace, with little reference 
to the context in which they had been instigated.
The review for the WHO included reports on developments in Belgium (Piette, 
1988), Finland (Isokoski, 1988), France (cTIvernois, Cornillot and Zomer, 1988), 
Greece (Lanara, 1988), Portugal (Rendas, 1988), Sweden (Areskog, 1988), the UK 
(Clarke, 1988; Thomson, 1988), the USSR (Shigan, 1988) and Yugoslavia 
(Kovacic, 1988). Those in France and Sweden attracted most interest subsequently 
in other countries.
The second review for the Council of Europe took the form of a questionnaire to all 
its member states, with follow up visits to some. Information was received from 
Cyprus, Germany, Holland, Liechtenstein, Luxembourg, Norway, Spain, 
Switzerland and Turkey. In addition, working party members were able to report 
developments in their home states, namely Austria, Belgium, Czechoslovakia, 
Denmark, Finland, France, Hungary, Portugal, Sweden and the UK. Findings were, 
however, disappointing. Interprofessional education had reportedly been 
implemented in only a few European centres. Postgraduate developments were, said 
the report, spread thinly. In most countries they took the form of 'on the job' short 
courses, joint learning leading to diplomas or degrees being the exception. Most 
developments were in response to local initiatives. None of the member states 
reportedly having national policies to encourage interprofessional education. Except 
in The Netherlands, central government departments of health and education were, 
according to the report, unaware of what was taking place in their own countries. 
The Council of Europe endorsed the report and outlined a four-stage strategy to 
promote interprofessional education in its Member States. These were the 
dissemination of information through seminars, access to consultants to help in 
planning programmes, implementation of those programmes and systematic 
evaluation before and before the intervention (European Health Committee, 1993; 
see also Barr 1994b and Jones, 1994).
A European Network for the Development of Multiprofessional Education in Health 
Sciences (EMPE) was established in 1987 (Goble, 1994a&b), and continued until 
2000 when it merged with the Network for Community-based Medical Education 
(as it was then known) (see below). Its newsletter and annual conference during the 
intervening years provided opportunities to exchange experience between 
educational institutions mounting "multiprofessional" courses throughout Europe.
Interprofessional education developed in the UK on a larger scale than in most 
other European States. Why this has been so is not obvious except in more recent 
years. The first UK initiatives were reported in the 1960s and 1970s. Many 
promoted team development in primary and community care. Most were brief, 
work-based and short-lived. Few were recorded. Reports of national conferences 
convened jointly by professional associations and regulatory bodies did, however, 
capture the essence of these pioneering developments (England, 1979; Loxley, 
1997; Thwaites, 1993). Credit for translating local initiatives into a nation-wide 
movement went to the Health Education Authority which engaged representatives 
of primary care teams in a rolling programme of workshops designed to 
implement health promotion strategies (Spratley 1990a&b). Meanwhile, a 
succession of high profile reports from inquiries into cases of abuse prompted 
joint training in child protection.
Interprofessional education was also taking root in universities. Exeter was first in 
the field in 1973 when it launched continuing education programmes shared 
between health and social care professions followed in 1986 by the first joint 
masters course (Pereira Gray et al. 1993). Other masters courses followed 
(Leathard, 1992; Storrie, 1992).
Despite conventional wisdom to the effect that interprofessional education should 
wait until students had qualified, undergraduate initiatives were also attracted 
passing mention during the 1970s (Mortimer, 1979). The first to be more fully 
reported was at Salford which drew on experience from Adelaide (Australia) and 
Linkoping (Sweden) to develop problem based learning (PBL) as a means to 
cultivate collaboration between professions (Davidson and Lucas, 1995).
The Conservative Governments of Margaret Thatcher and John Major between 
1979 and 1997 put their faith in the virtues of competitive markets, which seemed 
at first to undermine much hard work to introduce collaboration. They continued, 
however, to espouse collaboration to implement health and social care reforms 
backed by calls for "shared learning" and "joint training" (Barr, 1994a; Leathard, 
1994; Loxley, 1997; Mackay et al. 1995) without apparent sense of contradiction.
Commitment to collaboration was renewed and reinforced following the election 
of the Labour Government in 1997. While competitive undercurrents remained, 
the emphasis was now upon integration, partnership and joined up thinking from 
grass roots practice through to the corridors of Whitehall. Collaboration, as 
Chapter 2 argued, has been as much between organisations, and with patients, 
carers and communities, as between practising professionals.
No longer on the margins, interprofessional education was to be built into the 
mainstream of professional education across heath and social care to promote such 
collaboration. No longer mostly after qualification, elements of "common 
learning" were required in all undergraduate programmes for all the health and 
social care professions. Interprofessional education itself would be developed and 
managed in partnership between employers and universities.
Interprofessional education has become less a vehicle through which to improve 
understanding based upon mutual respect between seemingly stable professions 
and more an instrument to effect change which destabilised roles, made 
boundaries permeable and generated newfound stress between professions with all 
of which it had to engage. Earlier models of interprofessional education were 
rendered less than adequate. Engendering trust and understanding between 
professions, however, remained the precondition to ensure concerted commitment 
to change in furtherance of the Government's modernisation agenda (Secretary of 
State for Health, 1997).
CAIPE was founded in 1987 following the first flush of interprofessional 
developments. Caught by then in a more competitive and less sympathetic 
environment, it held fast to the convictions of its founders about the efficacy of 
interprofessional education in improving teamwork and, in turn, the quality of 
care. Its self-appointed remit was to promote interprofessional education as a 
means to improve collaboration between practitioners in health and social care, 
working with and through its members to provide a network for information 
exchange and discussion by means of conferences and seminars, a bulletin and 
occasional papers and periodic surveys and reviews. That brief changed as 
collaboration gained ascendancy over competition, following the change of 
government in 1997 when interprofessional education began to enjoy official 
backing. No longer championing an unpopular cause, CAIPE was working with 
the grain. Its task now was to inform the new wave of developments, drawing 
upon but going beyond lessons learned from past experience as the situation 
demanded, challenging ill-conceived innovations while recognizing increasingly 
the need to secure the evidence base for interprofessional education. (See 
www.caipe.org.uk.)
Other central bodies also supported developments in interprofessional education 
as it moved into the mainstream of higher and professional education. The three 
Learning and Teaching Support Networks for the health and social care 
professions joined forces to support developments in universities and to provide a 
clearing house through its website (www.triple-ltsn.kcl.ac.uk). The Association 
for the Study of Medical Education drew other professions into its debates through 
interprofessional conferences (www.asme.org.uk) The Learning for Partnership 
Network, under the wing of CAIPE, facilitated exchange on matters 
interprofessional between regulatory and professional bodies centrally.
A survey commissioned by CAIPE toward the end of the 1980s found 695 
examples of interprofessional education in Great Britain. Most were short and 
formed part of continuing professional development (Shakespeare et al. 1989 as 
summarised by Horder, 1995). A follow up survey for the whole of the UK found 
455 initiatives, but based upon a much lower response rate which belied the 
increasing prevalence of interprofessional education in the intervening years (Barr 
and Waterton, 1996). The number of interprofessional education programmes 
since then has increased markedly, so much so that further surveys have been 
precluded on grounds of cost. Tracking fast changing developments has become 
ever more problematic rendering findings soon out of date. Furthermore, 
interprofessional education increasingly comprises strands woven into the fabric 
of professional education making it harder to identify and quantify.
The other main concentration of interprofessional education in Europe is in the 
Nordic Countries, notably Sweden, Norway and Finland.
Of developments in Sweden, undergraduate interprofessional education at the 
regional health university at Linkoping attracted most interest and came to be 
regarded as a classic study worldwide. Capitalising upon the amalgamation of 
schools for medicine, nursing, occupational and physical therapy, laboratory 
assistants and social assistants, Linkoping introduced a common ten-week 
programme for all its undergraduate students at the start of their first year to 
cultivate collaboration. Common curricula employed problem-based learning 
methods (Areskog, 1988a, 1988b, 1992, 1994 and 1995; Davidson and Lucas, 
1995). Other developments in Sweden have been reported at: the University of 
Goteborg, which had postgraduate programmes in public health; Vanersborg 
University College which had an undergraduate programme in European Health 
Sciences (Freden, 1997); and in Stockholm in association with the Karolinska 
Institute through a number of interprofessional training wards.
The Norwegian government decided that undergraduate interprofessional 
education should be piloted in Tromso between students of medicine in the 
University and of other professions in the College of Health (Ekeli, 1994). While 
there were similarities between developments in Linkoping and Tromso, the latter 
included a wider range of health professions, ran shared studies concurrently with 
uniprofessional studies and focused less exclusively upon problem based learning 
(Freden, 1997).
The first reported interprofessional education programmes in Finland were in 
health administration at the universities of Tampere (Ikoski, 1988) and Kuopio 
(dlvernois, Cornillot and Zomer, 1988). These pioneers were followed by a 
number of programmes further north in Oulu Polytechnic, which applied a model 
of holistic care (Lamsa et al, 1994; Lamsa, 1999), while staff from the University 
of Oulu Medical School introduced an innovative programme in family systems 
education employing a bio-psycho-social model (Larivaara and Taanila, 
forthcoming).
The Nordic Network for Interprofessional Education (NIPNET) was established in 
2000. It facilitates mutual support and stimulus by e-mail correspondence and an 
annual conference for interprofessional activists starting with Finland, Norway and 
Sweden but seeking to extend to include Denmark, Iceland, the Baltic States and 
adjoining parts of Russia. (See www.nipnet.org.)
Interprofessional education programmes throughout the remainder of Europe have 
been widely scattered. Noteworthy amongst them was the Medical Faculty of the 
University Paris-Nord at Bobigny in France which introduced a common core of 
studies in nursing, biology, health administration and clinical psychology for first 
year undergraduates from 1984 onwards, followed by interprofessional masters 
courses (dlvernois, Cornillot and Zomer, 1988).
North America
Direct reference to the role of the WHO in promoting interprofessional education 
is conspicuously lacking in the American literature where foundations were being 
laid as early as the 1930s with the shift from learning by rote to problem solving 
(Dewey, 1939). Later, during the 1960s and 1970s, the new systems approach 
gained, according to Kuehn (1998), widespread popularity as a framework that 
could support the more interactive and changing environment of health care 
education and delivery. At the same time, broader-based movements in higher 
education toward interdisciplinary interaction were prompting the re-examination 
of health professional education from an interdisciplinary perspective. This, 
Kuehn reminds us, was also the time when Piaget (1970) was calling for a more 
collaborative approach in both teaching and research. It was the time too when the 
1971 Rockefeller Foundation Task Force on Higher Education called for changes 
in professional education to obviate "the stifling effects of rigid curricula that 
inhibited any movement towards interactive or creative endeavours" (Newman, 
1971). A year later, the Carnegie Commission had proposed a lessening of 
emphasis upon professional boundaries, a holistic approach and the building of 
curricular bridges to combat the inherent parochialism of professional education. 
But perhaps the most powerful moves towards collaborative education, thought 
Kuehn, had come in the 1990s with the rush to control the economics of both 
health care and health professions education with the advent of health 
maintenance organisations and managed care (see Chapter 2).
The first published reports about interprofessional education in North America 
appeared during the nineteen sixties (Lewis and Resnick, 1966; Kenneth, 1969; 
Szaz, 1969). Some were associated with the introduction of teamwork in primary 
care (Beckard, 1974; Fry et al. 1974). As far back as 1958, Silver in his 
description of teamwork in general practice had noted the opportunity for informal 
learning between team members occasioned by the ease of communication 
(Silver, 1958).
Pioneering interprofessional programmes reported by Baldwin (1996) in North 
American universities included British Columbia, Nevada, Hawaii and 
Sherbrooke. During the 1970s six medical schools - Nevada, Michigan State, 
North Carolina, Washington, Utah and California at San Francisco - devised a 
common model for team training. Developments differed in emphasis. Some like 
British Columbia and Minnesota had a more academic focus, others like Miami, 
Colorado and Indiana a more clinical focus, yet others like Kentucky a community 
focus, while Nevada and Georgia sought to strike a balance. These university- 
based initiatives were complemented by work-based initiatives, support for 
"interdisciplinary training" being noteworthy from the Veterans Administration in 
the context of interdisciplinary care teams, which generated a cadre of team trainers 
nationally for the care of the elderly and more broadly.
Many of the early developments enjoyed federal support, much of which had been 
withdrawn by 1980, although some continued from the Bureau of Health 
Professions of the Health Resources and Services Administration. Philanthropic 
foundations played an increasingly major part. The Pew Charitable Trust 
Foundation published a report strongly advocating interdisciplinary training for 
future health professionals (O'Neil, 1993). The Hartford Foundation provided 
grants, for example, for the Geriatric Interdisciplinary Team Training Program 
(GITT) (Siegler et al, 1998), while the W.K. Kellogg Foundation funded 
university-community partnerships and the Robert Wood Johnson Foundation 
funded the Partnership for Quality Education Initiative to support the development 
of nurse practitioner/physician teams in primary care.
The Community/Campus Partnerships for Health movement gathered momentum 
later, linking programmes in the USA and other countries to cultivate 
collaboration between universities and neighbourhoods to provide health services 
and thereby to develop practice-based community-oriented curricula (Seifer and 
Maurana, 1998; Foley and Feletti, 1993). These developments were closely linked 
with the service learning movement associated with the Health Professions 
Schools in Service to the Nation Program (HPSISNP), which examined the impact 
of such learning on students, faculty and communities (Gelmon et al, 1998). 
Similar partnerships have been established also that reach beyond health care. 
These adopt a community development model and involve as wide as possible a 
range of academic disciplines and practice professions in response to needs 
identified in consultation with local communities.
Interprofessional education in North America comprises interlocking networks for 
communication and shared learning with many new initiatives underway, 
supported by both government and foundation moneys. One of the longest 
established is the Annual Interdisciplinary Health Care Team Conference that 
brings together teachers and trainers who employ interprofessional education to 
promote teamwork in hospital and community settings. At the time of writing, this 
Conference was taking the lead in engaging like-minded North American 
organisations in discussions designed to cultivate closer collaboration at national 
and international level.
Australasia
In Australia plans were made during the 1970s for interprofessional education in ten 
medical schools, although only one got off the ground. This was at the University of 
Adelaide in collaboration with the South Australia Institute of Technology where 
federal funding made it possible to mount joint programmes for 600 undergraduates 
on community health and practice. Federal funding was withdrawn towards the end 
of the 1980s, but the programme not only continued but was also extended to 
include other institutions bringing in students from a wider range of professions. 
Shared undergraduate studies ceased in 1992 for lack of resources although shared 
postgraduate studies continued as did practice workshops (Davidson and Lucas, 
1995; Graham and Wealthall, 1999; Piggot, 1980; Tope 1996; Vanclay, 1995). 
Plans for similar developments were reportedly getting underway at the University 
of Newcastle during the early nineties where the focus became the development of 
flexible, need oriented, 'knowledge-able' health and social care professionals 
(McMillan 2003). In addition, a WHO Regional Training Centre in the College of 
Medicine at the University of New South Wales had been running advanced and 
postgraduate courses for some years for a range of health personnel from Asian and 
pacific countries (Vanclay, 1995).
Graham and Wealthall (1999) reported that a number of other Australian 
universities, including Curtin, La Trobe, South Australia, Sydney and Queensland, 
had adopted some form of common curriculum. They nevertheless observed that 
"the exigencies of university life" in Australia inhibited the flexibility required to 
foster such developments although stakes were less high for continuing professional 
development. Moves were, however, afoot to increase interprofessional learning 
experiences for all professional groups.
Significantly, the Australian and New Zealand Association for Medical Education 
(ANZAME), widened its membership to include all health professions, established 
a special interest section on "multiprofessional education" and launched a 
"multidisciplinary" journal. (See www.anzame.unsw.edu.au.)
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Developing Countries
Interprofessional education has been reported in the following developing countries: 
Algeria, the Cameroons, the Dominican Republic (Kuehn, 1989; Vinal, 1987), Fiji, 
the Philippines, Thailand (WHO, 1987; Tope, 1996), the Sudan (Hamad, 1982; 
Tope, 1996), Beirut (Makaram, 1995), Columbia (Penuela, 1999) and South Africa 
(Lazarus et al. 1998; Lehmann, 1999). While some of these initiatives are similar in 
form and composition to those reported in developed countries, others extend the 
range of professions to include, for example, agriculturist, engineers and sanitarians 
engaged in public health and community development projects. Some are also 
designed to create a flexible workforce that the country can afford, unfettered by 
narrow definitions of professionalism and preconceived demarcations inherited 
from colonial powers.
Bajaj (1994), for example, described a competency-based approach to 
interprofessional education in India and its inclusion at all stages in the educational 
continuum from pre-qualifying programmes through orientation to beginning 
practice to continuing education. This was built around a core curriculum combined 
with problem-based learning to acquire and demonstrate competence in teamwork. 
Interprofessional education, said Bajaj, had to address the particular health problems 
of the community and therefore be community-based. Predetermined institutional 
frameworks had to be replaced or enlarged. Village schoolteachers, for example, 
had been helped to develop their role in primary health care by participating in 
shared learning with other health personnel.
Having invested heavily in interprofessional education in the USA, the W.K. 
Kellogg Foundation backed initiatives in developing countries through its TUFH 
Program. This comprised 20 projects in eleven countries in Latin America and the 
Caribbean to integrate the university, the services and the community and foster 
interprofessional collaboration (Richards, 1993; UNI, 1999; Goble, 2003) and in 
South Africa (Lazarus et al. 1998).
Community-oriented Education for Health Sciences
Two international movements grew out of the lead given by the WHO, with which 
others have become associated over the years.
The more cohesive is "The Network" based in Maastricht in The Netherlands 
established in 1979 to promote community-based medical education by means of 
problem-based learning. It enjoys official relations with the UN and the WHO, and 
has some 300 member-institutions worldwide as Chapter Six reports. The Network 
has become increasingly interested in, and committed to, interprofessional 
education following mergers with the European Network for the Development of 
Multiprofessional Education (EMPE) and, more recently, WHO Unity for Health, 
and joint activities with Community-Campus Partnership. (See www.the- 
networktufh.org.)
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The other movement loosely links groups like the US Interdisciplinary Health 
Teams Conference, CAIPE, NIPNET plus likeminded individuals and programmes 
worldwide. The Journal of Interprofessional Care is its vehicle to exchange 
experience and extend mutual support. Unlike "The Network", this movement has 
the promotion of interprofessional education and practice as its primary goal; 
involves the health and social care as equal partners; and explores wider-ranging 
models and learning methods in interprofessional education.
These two movements nevertheless have much in common, both echoing the WHO 
clarion call, and both acting on the belief that education - including 
interprofessional education - has the power to effect change in response to the 
expressed needs of patients and communities as partners.
Learning between developed and developing countries
Systematic comparison between interprofessional education programmes 
internationally is overdue. Similarities are striking between developing countries in 
Australasia, Europe and North America despite limited opportunities until recently 
to exchange ideas and experience. Differences between the so-called developed and 
developing world are more marked. While developing countries have concentrated 
on preparation for practice with individuals and families, developing countries have 
grasped the significance of interprofessional education and practice to mobilise 
resources for community development and public works. Sources assembled in this 
chapter challenge any assumptions that Europe was the cradle of interprofessional 
education from which it has reached out to developing countries (Goble, 2003). The 
thread of corporate commitment runs rather between the USA and Latin America 
and beyond, leaving Europe in relative isolation save for a handful of dedicated 
interprofessional exponents committed to work with and through internationally 
institutions. Above all, sources reviewed in this chapter, and Chapter Three, point to 
the need for more dialogue, exchange and mutual support between developed and 
developing countries so that each can learn from the distinctive experience of the 
other in the best tradition of interprofessional education.
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Few words must serve his turn. 
For he's sagacious who must live taciturn.
And airs no noisy cunning of his trade
But keeps his private purpose deeply laid;
Gives neighbours nothing of his confidence,
And takes his counsel of his own good sense.
No wise man utters what he inly knows;
Certainty in a loose uncertain world
Is far too firm a treasure, wiseman goes
Jealous and wary, keeping darkly furled
His small, particular, knowledge  
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Foreword
Sir Kenneth Caiman, FRSE, PhD, BSc, FRCP, FRCS (Ed), FRCGP
It is a pleasure to write a few words for this report on interprofessional education 
(IPE) in the UK. It is a tortuous but fascinating story told by someone who was part of 
the narrative and who has contributed much to it. It is a story which needed to be 
written to document the difficulties and successes of working and learning between 
professional groups. As Hugh Barr notes in the early part of the report, the 
restrictiveness of the medieval guilds still remains powerful. The borderlands and 
boundaries which were encountered in the research for this report show how much we 
still have to learn about each other. It is interesting to note that in other areas of 
learning and research it has been the boundaries which have been the exciting areas to 
be in and from which new thinking emerges.
For me the key to all of the issues surrounding IPE is what does it do for patients and 
the public? How does it improve patient care? If the professions are not convinced of 
the value to patients then it will be difficult to implement. This report begins to 
document what the value might be.
One motivation for improved IPE is the current complexity of patient care and the 
need to know what others can contribute and how the wide range of skills and 
expertise can be integrated. Over the years numerous reports have documented poor 
professional practice in all groups and the recurrent failure to use the expertise readily 
available in another group if only it had been sought. This does nothing to help 
patients and build public trust. Learning together can assist this process of improving 
care.
This report finishes in 1997, at a time of increasing activity in IPE. It lays the 
foundation and begins to point the way ahead. When should IPE occur in the 
professional educational journey? Should initiatives be short term or integrated in a 
longer term way? Do such initiatives really change attitudes? Questions such as these 
continue to be tackled and the increase in initiatives and publications over the last few 
years is encouraging.
One final point: in a book that I wrote recently 1 I used the term "beyond learning" as a 
way of drawing attention to the fact that learning involves understanding what 
someone else already knows. We know that much more needs to be understood about 
health, illness and the social and environmental issues around health care. We could 
see IPE as one way of looking beyond what we already know to find better ways of 
caring for the benefit of patients and the public.
Kenneth C. Caiman 
University of Glasgow
1. Medical Education: past present and future. 2006, Churchill Livingstone, Elsevier, Edinburgh
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Definitions:
Multiprofessional Education:
Occasions when two or more professions learn side by side for whatever reason.
Interprofessional Education:
Occasions when two or more professions learn with, from and about each other to 
improve collaboration and the quality of care.
(CAIPE 1997 revised) 
Semantics:
Terms used are those current at the time, e.g. patient or client (depending on context) 
rather than service user, and mental handicap rather than learning disabilities.
Abbreviations:
CAIPE: the UK Centre for the Advancement of Interprofessional Education
CCETSW: the Central Council for Education and Training in Social Work
CPSM: the Council for Professions Supplementary to Medicine
DHSS: the Department of Health and Social Security
ENB: the English National Board for Nursing, Health Visiting and Midwifery
GNC: the General Nursing Council
GP: General Practitioner
HE A: the Health Education Authority
IPE: Interprofessional Education
JPTI: the Joint Practice Teaching Initiative
UK: the United Kingdom
UKCC: the United Kingdom Council for Nursing, Health Visiting and Midwifery
Introduction
Whenever professions may have first shared their expertise, interprofessional 
education - planned and structured opportunities for interprofessional learning - did 
not begin until the 1960s. Concern to improve collaboration had built up over many 
years, notably since the Second World War as fault lines had appeared in the edifice 
of the Welfare State. 'Repairs' concentrated more on improving relationships between 
agencies than between their workers until it became apparent that human frailties 
could frustrate best laid plans to coordinate and integrate services. Whilst some 
professionals may have revelled in the prospect of change, others were thrown on to 
the defensive and liable to withhold collaboration when it was most needed.
One change, more than any other, was laden with implications for relations between 
the health and social care professions, namely the shift of emphasis from institutional 
to community-based services. Calls for a more flexible, more fluid and more 
responsive workforce, laudable in themselves, resulted in ambiguity in roles and 
responsibilities that rekindled rivalry. Despite the many claims made on its behalf, 
teamwork was no panacea as tensions, denied or dormant so long as professions 
remained at arms length, were confronted at close quarters.
It was against this backdrop that interprofessional education (IPE) began to win 
friends in the belief that it could ease tensions between professions and promote 
teamwork. These twin objectives were, however, soon to be overlaid by others that 
compromised the clarity of IPE as a concept. It fell to its exponents to hold the tension 
between responding to ever more challenges in ever more fields of practice and 
instilling consistency, coherence and credibility.
Why, given the self-evident need, was IPE so long in coming? Explanations are 
several. Time was needed for problems and over-reliance on organisational solutions 
to become apparent, for the case for IPE to be made, for the professions to put their 
houses in order, above all for IPE to find fertile ground in new educational structures 
and methods.
Dividing history into decades is simplistic although the interprofessional story lends 
itself to such treatment. The legislative planks for the Welfare State were established 
during the 1940s and policies implemented during the 1950s whilst the professions 
embarked on fundamental reforms: medicine to build up general practice; social work 
and nursing to cultivate their corporate identities; the allied health professions to 
establish their standing alongside the big battalions. IPE initiatives were first launched 
during the 1960s and multiplied during the 1970s in an increasingly favourable 
climate, leading to sustained developments in the 1980s often integrated into 
professional education. Foundations had been laid on which the incoming government 
elected in 1997 could incorporate IPE into its strategy for the modernisation of health 
and social care.
Preface
This paper offers an historical perspective on the development of interprofessional 
education (IPE) in health, social care and related fields in the United Kingdom (UK) 
up to 1997 compiled to:
  secure the historical record;
  provide a foundation on which to review subsequent developments;
  inform future policy, education and practice.
It is addressed to policy makers, programme planners, researchers, teachers, trainers 
and post-registration students searching for in depth understanding of the derivation 
of IPE. It provides a rich vein which teachers may mine for material to inform pre- 
registration IPE and fellow researchers to expedite their enquiries.
The paper picks up threads from three earlier papers, two prepared for the UK Centre 
for the Advancement of Interprofessional Education (CAIPE) (Barr, 1994a; Barr & 
Shaw, 1995) and one for the Higher Education Academy (Barr, 2002). I have, 
however, introduced a wealth of additional material, much of which has come to my 
attention more recently.
Sources include published accounts of IPE, complemented by others from the grey 
literature amassed over the years and augmented by oral and written communications 
from fellow interprofessional exponents. I have erred on the side of inclusion where 
sources were in danger of being lost. Examples were chosen from amongst the many 
that came to hand. I lay no claim to be comprehensive, leaving others to dig deeper in 
selected fields of IPE aided by systematic searches of the literature.
The literature surrounding IPE has grown exponentially in recent years. Sources 
quoted here are highly selective and limited to those before 1997. Readers new to the 
field may find it helpful to refer to Barr (2002), Barr et al. (2005) and Freeth et al. 
(2005), amongst many others, for wider coverage.
The end product has been discussed with colleagues in draft to correct errors, fill gaps 
and look together for explanations behind the events to which we had variously 
contributed. Comments from others who had a slice of the action will be valued 
(preferably by email to barrh@wmin.ac.uk). I look forward especially to hearing from 
those readers able to offer additional sources, including unpublished material and 
personal reminiscences. All contributions will be acknowledged and taken into 
account when the time comes to revise the paper.
Purists might have preferred to focus on interprofessional to the exclusion of 
uniprofessional and multiprofessional education, but to do so would have disregarded 
ways in which interprofessional elements are embedded within them. Together they 
comprise professional education as it is increasingly understood. Few examples of 
discrete IPE were found and typically confined to task-specific conferences, short 
courses and workshops in primary and community care (see chapter 2).
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Initiatives chosen for inclusion are indicative of aims, content and methods employed 
during the formative years of IPE in the four countries of the UK, not necessarily 
representative of other initiatives in those countries. Figures are no more than 
snapshots from reviews and surveys. Methodological shortcomings are 
acknowledged.
It has become more difficult to separate developments in IPE in the UK from those in 
other countries in which they are now entwined as part of a global movement, but 
limits had to be set on the exercise in hand. Worldwide developments have been 
reported by the author elsewhere (Barr, 2000, see www.caipe.org.uk updated as 
chapter 8 in Meads & Ashcroft et al., 2005).
I mention in passing where initiatives reported have been evaluated, but refer readers 
in search of evaluations to those included in the IPE emerging evidence base from 
systematic and other reviews (Barr & Shaw, 1995; Barr et al., 2000; Barr et al., 20052 ; 
Cooper et al., 2001; Hammick et al., 2007; Zwarenstein et al., 2000). Some of the 
same authors (Freeth et al., 2005a&b) suggest approaches to IPE evaluation.
This paper comprises eight chapters and two appendices.
Chapter 1 compares perceptions of professionalism through the eyes of sociologists. 
Like the professionalism within which it grows, interprofessionalism is seen to be a 
contested concept. Problematic though that may seem, IPE becomes the arena where 
conflicting principles and priorities can be exposed, addressed and sometimes 
resolved as practitioners from different professions establish common ground for 
collaborative action.
Chapter 2 analyses the impact of growth in the number and variety of service 
providing agencies, the proliferation of professions, the complexity of problems 
presented by service users compounded by rising expectations, high profile reports of 
service error and adverse effects on the morale of practitioners. It finds single 
solutions wanting to resolve multifaceted problems, warning especially against 
reliance on IPE as the panacea.
Chapter 3 identifies predisposing trends in the location, management and delivery of 
professional educational favouring the introduction of IPE and some of the many the 
precipitating factors.
Chapter 4 recaptures the energy, enthusiasm and singleness of purpose that 
characterised pioneering interprofessional workshops and conferences in fields such 
as primary care, community care, health education and child protection, the interplay 
between local and national events, and the progression from isolated one-off 
'initiatives' to rolling programmes to promote better health and improve service 
delivery.
Chapter 5 explores where, when, why and how IPE became an element within the 
growing number of multiprofessional post-qualifying courses in response to students' 
needs and expectations in education, management, research and specialist practice. It
For a summary of this paper see www.health.heacademy.ac.uk
describes how interprofessional emphases or dimensions were woven into the fabric 
of multiprofessional programmes. Particular attention is paid to those few courses that 
claimed from their inception to be primarily interprofessional, although it is clear on 
closer inspection that they also included multiprofessional studies.
Chapter 6 traces the development of collective movements in qualifying education for 
social work, nursing, allied health professions and the complementary therapies as 
these 'families' of professions grew closer. It takes into account two other 
movements, one at professional level cutting across nursing and social work in the 
field of mental handicap (as it was known at the time), the other at paraprofessional 
level across all vocational fields. It suggests that these six movements did much of the 
groundwork for the introduction of IPE at the qualifying stage.
Chapter 7 pulls together threads from surveys and reviews of IPE that reported 
towards the end of the period covered by this paper. All had limitations, but together 
they provide the best available overview of the state of the art.
Chapter 8 summarises lessons learned from the past and their implications as IPE 
moved into a more radical phase of development.
The first of two appendices provides signposts and milestones charting the 
development of IPE during the years under review. The second describes the 
contribution made by CAIPE, highlighting its more significant events, projects and 
publications.
The year 1997 provides a natural break point, after which the incoming government 
adopted a radically different agenda for IPE as part of its strategy for workforce 
development to help modernise health and social care services. I have already 
responded with pleasure to an invitation from the Higher Education Academy: Health 
Sciences and Practice Subject Centre to complement this paper by another now that 
key sources are available for the remaining ten years and recent events can be put in 
perspective. That paper will also include a critique of lessons to be learnt and their 
implications for the future, embedded in a conceptual framework.
10
Chapter One 
Perceptions and Perspectives
Positive and negative perceptions of professionalism offered by sociologists 
reflect and reinforce those of the public, the press and politicians, played out 
within and between the professions themselves whenever and wherever they 
work and learn together
Occupational protectionism is as old as the medieval craft guilds from which the first 
professions emerged, reinforced down the centuries as each laid claim to discrete 
knowledge, claims which exaggerated differences and made invidious comparisons. 
Notwithstanding the benefits that professionalisation has wrought, the professions 
came to be regarded as conservative, each guided more by concern to preserve the 
established order and protect the collective self-interest of its members than by the 
public good. Friedman (1982) suggested that the overthrow of the medieval guild 
system was an early move in the triumph of liberal ideas in the Western world, but the 
increasing tendency to licence practice a retrograde step restricting the market.
Professions, according to sociologists such as Johnson (1972), Larson (1977) and 
Freidson (1994), had the power to control markets. They were gentlemen's clubs 
(Marshall, 1963) or cartels (Freidson, 1986) excluding lay participation, echoing 
George Bernard Shaw's oft quoted aphorism that the professions were conspiracies 
against the laity.
Others were more charitable3 . Tawney (1921), with astonishing foresight, perceived 
professionalism as a force for stability and freedom against the threat of the 
encroaching industrial and governmental bureaucracy, a perception reinforced later by 
Marshall (1950) for whom it was a bulwark against threats to stable democratic 
processes and for Parsons (1951) helping to maintain the fragile social order. In 
similar vein, Freidson (1994) defended professionalism as a desirable way to provide 
complex services to the public impoverished by market-based or bureaucratic 
intervention.
For Krause (1966), the professions had dual motives: to provide service and to use 
their knowledge for economic gain. For Abbott (1988), they competed for jurisdiction 
during a contagious, complex and comparative process of professionalisation. Viewed 
thus, they evolved, and continue to evolve, by accommodation with each other in 
unsteady state within an all embracing concept of professionalism.
On reflection:
Small wonder that interprofessionalism, like the professionalism within which 
it had grown, prompted contrasting perceptions, at one extreme a threat to 
those in the professions intent on preserving the status quo, at the other a 
rallying call for those in search of a collective means to effect change from 
within. IPE has been implanted in contested territory where values, ideologies
For further discussion see Carrier and Kendall (1995) and Evetts (1999)
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and philosophies compete between professions (compounded by those of other 
stakeholders) as they strive to find common cause. No sooner, as we shall see, 
is progress made in resolving one conflict than others break surface. The 
challenge is endless, the task never done, the strategies ever changing.
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Chapter 2 
Problems and their Implications
The antecedents of professionalism may lie in the mists of time, but not until 
the mid 20' century did concern about relations between the health and social 
care professions begin to build up. Why? No one explanation can account 
adequately for the problems that prompted mounting concern from then 
onwards to improve teamwork and other forms of collaboration in health and 
social care. Different commentators offered different explanations for different 
problems, without reference to each other. With benefit of hindsight, those 
problems can be seen to be compound, adding greatly to the complexity of the 
challenge for IPE.
Exposing a fallacy
For Carrier and Kendall (1995) the "structural fallacy" had been exposed. Relations, 
they said, had long been problematic between hospital and community-based health 
services, between health and local authorities, and between a nationally-led health 
service and locally-led social services, but machinery installed to co-ordinate services 
had been at best partially successful (see also Challis et al., 1988; Leathard, 1994). 
Integration of some services had invariably distanced them from others (Leutz, 1999). 
Establishment of local authority social services departments (Seebohm, 1969), for 
example, had brought branches of social work within a single organisation at the price 
of making relations more remote between health and social care, in general, and 
between GPs and social workers, in particular (Barr et al., 2007). Nor had integration 
always resulted in closer collaboration k at the coal face' between professions within 
the same organisation, for example, health and social work personnel in the unified 
Health and Social Services in Northern Ireland as Challis et al. (2006) later observed. 
Recurrent restructuring had redrawn boundaries and redistributed power and 
responsibilities, not only between organisations but also between professions working 
in them, destabilising roles and disrupting relationships.
The timing of Carrier and Kendall's assertion was significant, during a period of right 
wing government when centralised planning had fallen into disrepute, replaced by a 
mixed economy of welfare that valued competition more than collaboration. Service 
delivery was divided between statutory, voluntary and private sectors. Internal 
markets within the NHS locked practitioners in competition between trusts, with 
professionals finding themselves on opposite sides of the purchaser/provider split.
Living with management
For Owens and Fetch (1995), the consensus between professions and management 
enshrined in the Welfare State since its inception had come under strain. Managers 
had begun to intervene in areas which professionals had traditionally seen as within 
their jurisdiction. Conversely, the presence of professionals in bureaucratic 
organisations had created potential for conflict with management, reinforced by 
separate and different educational systems for managers and for professional groups.
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The challenge lay in finding congruence between the values of the professions and the 
objectives and ethical frameworks of the employing agencies. For Engel and Gursky 
(2003), managers responsible for ensuring collaboration had been liable to get at 
cross-purposes with practising professionals, notably physicians whose autonomy, 
judgement, discretion and oversight of others were most threatened. The hierarchical 
command-control relationship between physicians and their subordinate medical staff 
had come into conflict with interventionist styles of management, while horizontally 
assembled ways of working, like teamwork, could be perceived as threatening 
management's authority
Proliferating professions
For Gyamarti (1986), relationships between the health and social care professions had 
become more complex as they had grown in number and established more specialties, 
driven by exponential medical and technological advance. Furthermore, it was no 
longer possible for any one profession to name the range of other professions with 
whom it might be called upon to collaborate from time to time, let alone to understand 
their roles and responsibilities. Division of labour had become bewildering for the 
professions, more so for patients and their carers, and taken too far for policy makers 
and managers for whom fragmented service delivery and compartmentalised care 
reduced efficiency and restricted their freedom to deploy personnel optimally.
Strained relationships were compounded as the "semi-professions" (Etzioni, 1969) 
became upwardly mobile, threatening the pre-eminence of the established professions.
Warring tribes
For Bechter and Trowler (2001) the professions resembled warring tribes, an 
anthropological metaphor that Beattie (1995) observed was favoured by many 
managers faced with the multiple and conflicting specialisms found in the institutions 
of the modern state and one that he found "intriguing and attractive" to illuminate 
boundary change and boundary conflict in the health field. The medical and nursing 
professions had evolved separately for reasons deeply bound up with class and 
gender, but research since the 1950s had drawn attention to the profound impact of 
specialist training schools in shaping the identities, values and separation of the health 
professions. The time had come to realign those professions around biotechnological, 
ecological and communitarian models of health, although they would surely resist 
such a radical redrawing of boundaries.
Understanding identity
For Carpenter (1995), contact theory, developed from the work of Allport (1954), 
helped in understanding the origins of prejudice and ways in which it might be 
resolved between different social groups, e.g. professions, where members identified 
with their own group to the detriment of their relationships with others. Reciprocal 
perceptions were stereotypical (Hewstone and Brown, 1986). Out-groups tended to be 
seen as homogeneous, in-groups as more diverse. (See Barr et al., 2005 123-125 for 
further discussion.)
Sinking in semantics
For Pietroni (1992), the heart of the problem was communication. It was not so much 
that each profession used its own language, more that they had to employ and 
comprehend a repertoire of languages sometimes beyond the limits of their education:
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classic science; the study of the mind; society and culture; traditional healing; 
alternative medicine, disease prevention and health education; ecology and 
environment; law, morality and ethics; research, evaluation and audit; and policy, 
management and governance. Pietroni's analysis anticipated interest later in discourse 
within and between professions.
Orienting towards the Community
For the Department of Health (1990), relocation of services from institutional to 
community settings which gathered pace from the mid-1960s called for more 
permeable, flexible, egalitarian and democratic healthcare delivery. Demarcations 
between professions which had seemingly worked well enough in hospitals proved to 
be neither helpful nor sustainable in the community where relationships were less 
hierarchical and boundaries more fluid and more ambiguous with the attendant risk of 
tension and misunderstanding. The medical role in diagnosis and treatment planning 
remained central in curative care, but roles were less clear, responsibilities more 
diffuse and leadership shared in preventive care.
Working in closer proximity
For Jefferys (1965), problematic relationships were exposed as professionals came 
into closer proximity in community-based teams. Misunderstandings and conflicts 
between professions that had not previously been apparent were exposed. The 
majority of GPs, according to Jefferys, were enthusiastic about the work of the district 
nurses4, but nearly half spoke in critical terms about health visitors.
Echoing the same sentiments some years later, Bruce (1980) said that GPs understood 
the role of the district nurse whom they worked alongside, but some failed to 
understand that of the health visitor. Others understood well enough, but felt that the 
advice given by the health visitors was at best unnecessary and at worst ill-conceived. 
Health visitors were seen by social workers as authoritarian and unsympathetic 
towards hard-pressed parents and by GPs as strict and lacking in understanding. Some 
GPs even thought that the health visitor was unnecessary and could be harmful. Lack 
of trust between professions was manifest in an overemphasis on confidentiality. 
Better co-operation between professions, said Bruce, could not be achieved without 
major changes in both attitudes and working arrangements, but change was 
uncomfortable and threatening.
GPs regarded social workers as relatively junior employees of the local authority, 
whose main functions were to find home helps, sort out financial problems and rescue 
battered babies. Neither GPs nor health visitors thought that they were trustworthy. 
They were hard to contact and slow to take action, did not offer a 24 hour service nor 
remain long in the same post, never made time to discuss individual cases and never 
provided feedback. Invited though they were to the fortnightly meetings at one of the 
practices that Bruce studied, they were said to find that an ordeal. Save for one based 
in the local hospital, social workers attended for specific reasons only. Nor did they 
go to the lunchtime meetings convened by the community worker where GPs, police 
and health visitors were regularly present. Attendance at team meetings was far from 
assured, said Jefferys (1965), by any of the relevant professions, but social workers
4 A relationship which nevertheless became more complicated, said Bruce, when the first practice 
nurses were appointed to work more closely with GPs and wholly within surgeries.
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were often the notable absentees. Their usefulness, she argued, would be limited 
unless and until they became fully integrated members of the health team.
Comments about GPs were scarcely less critical. They too were said by the other 
professions to be difficult to contact, did not understand the work of other agencies 
and withheld information of importance. Jefferys (1965) thought that antipathy 
between GPs and nurses stemmed from pre-National Health Service days when the 
recipients of advice from the local authority services were those who could not afford 
to consult a GP. Dingwall (1978) suggested that GPs' relationships with community 
nurses were coloured by their previous experience in hospital life, others that tension 
between GPs and health visitors in primary care teams might have carried over from 
those between GPs and nursing personnel - district nurses, health visitors and 
midwives - employed previously by the local authority medical officer. Midwives had 
been reluctant to let GPs be involved in normal deliveries at home. Health visitors had 
either had no contact with GPs or had found the relationship unsatisfactory, while 
school nurses had arranged treatment for children without reference to the GP. These 
"women" stood accused of being interfering, even officious and impertinent towards 
patients, giving medical advice, often incorrect or in conflict with the GP's treatment, 
and undermining 'his' authority with 'his' patients.
Furthermore, team members from different professions tended to have different 
perceptions of team structure, hierarchical for doctors, lateral for others. Some were 
inhibited in carrying out roles that had previously been clearly perceived, a state of 
affairs thought likely to continue unless and until they received teamwork training 
(Lloyd et al, 1973; Thwaites, 1976).
Coping with increasing complexity
For Pezzin & Casper (2002), problems presented by patients had become more 
complex. Better educated professionals may have learnt to spot more problems from 
more perspectives, but the impact of an ageing population was already becoming 
apparent. Extended life expectancy for people with disabilities was also adding to the 
number of patients with multiple and chronic conditions whose needs reached beyond 
the capacity of any one profession to respond adequately.
Rising public expectations
For Barr et al. (2005), that problem was compounded by rising public expectations. 
Demands were increasing inexorably for more and better services in a consumer 
driven society, reinforced by better education, media coverage and access to data 
about health and health care. Patients, who were often better informed about their 
health conditions, were more likely to be critical about the services that they received. 
Expectations exceeded the capacity of health services to respond. Ways had to be 
found to deploy resources, including human resources, more effectively and more 
efficiently.
Exposing shortcomings
For the public at large, failures in collaboration between professions had generally 
remained hidden from view unless and until they resulted in errors that prompted 
investigations, notably in child protection and psychiatric aftercare. Numerous 
inquiries since the 1950s into the abuse of children had led up to that into the death of 
Maria Colwell (DHSS, 1974) which had raised public consciousness as never before.
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Others had followed. So too had inquiries into tragedies when discharged mental 
health patients harmed themselves or others (Department of Health, 1994). Report 
after report drew attention to situations where practitioners from different professions 
were each in possession of 'a piece of the jigsaw', which, had they been put together, 
would have warned of dangers ahead. Instead, information held by one profession was 
withheld from others until too late. Much as the practitioners might have preferred to 
deal with such tragedies behind closed doors, their professions were increasingly seen 
to be publicly accountable and subject to judicial inquiry under the watchful eye of 
the media. Heightening expectations and lessening deference towards professionals 
meant that the judgements of professionals were more likely to be questioned than in 
the past.
Reacting to stress
For Menzies (1970) occupational stress drove practitioners on to the defensive (see 
also Hinshelwood & Skogstad, 2000), stress that is inherent in health and social care 
but exacerbated by the quickening pace of change in the organisation and delivery of 
care, coping with more complex cases, responding to rising expectations and reacting 
to criticism. Defensiveness, understandable though it may be, is most damaging at the 
very time when give and take in a spirit of generosity and trust is most vital to share 
the load.
Shortcomings in professional education
For teachers like McMichael & Gilloran (1984), the cause for concern was closer to home: 
their growing awareness of the downside of the socialisation process during qualifying 
courses. Emerging evidence that students were entering their respective professional 
courses with preconceived prejudices about other professions may have seemed 
unsurprising; evidence that they completed their courses with those prejudices reinforced 
was profoundly disturbing. If education was part of the problem, it had to become part of 
the solution.
On reflection:
Numerous trends seemingly combined to make relations between the 
professions more problematic. Those trends were to gather pace during and 
after the years under review as the case for IPE became ever more 
compelling. Sources found were heavily weighted towards problems in 
community-based services then at a critical stage in their development. The 
assumption was that all was relatively well in hospitals and other institutions, 
an assumption challenged forcefully later.
Explanations ranged from the graphic to the decidedly academic. Any 
temptation to dismiss the former as overdrawn would be hasty when account 
is taken of the reputations enjoyed by the researchers and by the institutions 
that sponsored and published their work.
Far from improving relationships between professions, closer proximity could 
also expose problems. Neither teamwork nor integration of services ensured 
collaboration. Something more was needed. That 'something 'for a growing 
number of those involved was IPE.
17
Chapter 3 
Predisposing and Precipitating Factors
IPE built upon principles of adult education as it came to be adopted by 
professional programmes in health and social care. It benefited also from the 
integration of profession-specific schools into HEIs, the ending of the binary 
divide between universities and polytechnics, modularisation and the advent of 
open learning. Some programmes were launched in response to 
recommendations in official reports, whilst others were grassroots initiatives. 
Professional institutions lent strong support, reinforced by dedicated 
interprofessional organisations.
Predisposing trends
It is doubtful whether IPE would have been introduced to improve collaborative 
practice had it not been for favourable trends in education. Principles of adult 
learning, first formulated early in the 20th century (Dewey, 1938), were being applied 
in professional education, laying foundations for IPE. Independent and specialist 
schools for nursing and midwifery, professions allied to medicine and the 
complementary therapies merged with universities and polytechnics between the 
1960s and the 1990s, making it easier to combine courses within a single and unifying 
academic, organisational and financial framework. That trend was helped further 
when the reclassification of polytechnics as 'new' universities in 1992 harmonised 
systems and diminished status differentials, paving the way to bring students together, 
not only from different schools but also from different universities.
Although some educational managers retained loyalties to the professions in which 
they had served, others appointed, for example, from the behavioural and social 
sciences were predisposed to look for commonalties in learning across professions 
and to encourage integration of courses and curricula. Modularisation of academic 
studies was extending to include professional courses encouraging 'mixing and 
matching' between professions. Open learning was expanding fast, spearheaded by 
the Open University, and reinforced in health care by the NHS Training Division. 
Save for nursing, high production costs could not be justified for single professions. 
Recouping outlay depended upon tapping multiprofessional markets. Costs associated 
with face-to-face, small group interprofessional learning, and lack of opportunities for 
practice learning, inhibited its development as open learning, but curricula were being 
reconfigured across professional boundaries, commonalities identified and put to the 
test. Harmonisation of vocational training as National Vocational Qualifications 
(NVQs), although never extended into professional education as seemed probable at 
one stage (Barr, 1994), set a precedent for radical restructuring that higher education 
could not ignore (see chapter 4).
Precipitating factors
These trends set the climate in which some of the many official reports 
recommending teamwork and collaboration began to make reference to joint training 
or to shared or common learning. The Dawson report (1920) recommended 
multidisciplinary teamwork within a single organisation for neighbourhood and 
preventive health services, but without reference to training. Younghusband (1959, on
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closer collaboration between health professions and social work), Cumberlege (1986, 
on community-based nurses working with GPs in teams) and Griffiths (1988, on 
better collaboration between health and community care) also made no reference to 
training. But by the mid-1970s reports were also commending IPE to reinforce 
collaboration (Court, 1976, on integrated services to promote child health; Merrison, 
1979 in the report of the Royal Commission on the NHS; Jay (1979 on redeploying 
and retraining workers with mentally handicapped people from health to social care).
The case was, however, most compelling in reports of inquiries into the abuse and 
death of children from Maria Colwell onwards (DHSS, 1974) in the confident 
expectation that 'joint training' would improve communication and collaboration 
between professions (see discussion in chapter 4), reinforced in guidelines 
(Department of Health, 199la, 1992) to assist in implementing the 1989 Children Act 
which required close working relationships between professions and between 
agencies.
Meanwhile, a government white paper (Department of Health, 1989) had asserted the 
importance of "multidisciplinary training" for staff in all caring professions, spelt out 
subsequently in guidelines designed to explain the implications of the 1990 NHS and 
Community Care Act (Department of Health, 1991b). Those guidelines included an 
expectation that "joint training" be written into community care plans and included in 
personnel and training strategies.
Proposals for public health ran in parallel. Acheson (1988) and Hoffenberg (1990) 
both recommended the establishment of one or more school or institute of public 
health to facilitate multidisciplinary collaboration and training for public health 
practitioners. Soon after, the Royal Institute of Public Health and Hygiene (1992), 
having concluded that primary health care teams could play a more effective part in 
mental health care, developed a course comprising comprehensive training materials, 
distance learning and a team-training workshop. The Sainsbury Centre for Mental 
Health (Duggan, 1997) argued for a common foundation course grounded in core 
competencies for all professions working in teams for people with mental health 
problems. Meanwhile, the National Council for Hospice and Palliative Care Services 
(1996) had published a working party report to help educators develop basic 
education, including "multiprofessional education", about palliative care for doctors, 
nurses, social workers, occupational therapists, physiotherapists, pharmacists and 
clergy to raise awareness of the varying approaches of different professions, to 
establish common ground, boundaries and goals, and to recognise mutual 
dependency.
The Schofield report (1996) took a very different tack. Based on deliberations 
between health service managers (most of whom were human resources directors), it 
criticised the professions for their inflexibility. It recommended instead a multi-skilled 
workforce with generic carers, flexible working among professional groups, 
employer-led occupational standards for training, common core training and gateways 
to move between professions on which it based its case for IPE to remodel the NHS 
workforce. Scho field's recommendations aroused fears that IPE had a hidden agenda 
amounting to a veiled attack on the integrity of the professions. This perception was 
in conflict with the orthodox role of IPE as a means to cultivate collaboration based 
on mutual respect for pre-ordained roles, responsibilities and boundaries. According
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to Pittilo and Ross (1998), SchofielcTs arguments reinforced resistance to IPE. Fears 
of educational engineering' were renewed. Sidelined by IPE exponents at the time, 
those arguments were far from dormant as support germinated for radical reforms in 
education and workforce policy in the years following this review.
Support from professional institutions
Regulatory bodies, royal colleges and other professional institutions lent much needed help 
in defining IPE and support for its implementation (see chapter 3)5 . Suggestions that these 
bodies were resistant to IPE were wide of the mark, although the terms in which they 
supported it - collaboration based on mutual respect for integrity of functions and 
boundaries - may seem protective if not defensive to those like Schofield with a more 
radical agenda.
Alone amongst the regulatory bodies, the Council for Professions Supplementary to 
Medicine (succeeded later by the Health Professions Council) provided a single 
administrative and legal framework within which to promote IPE for those allied health 
professions within its remit.
Building in interprofessional support
Independent bodies were also being launched, dedicated to the promotion and 
development of IPE, notably the Centre for the Advancement of Interprofessional 
Education (CAIPE) in 1987 led by Dr John Horder with a UK-wide brief (see 
Appendix B) and, in the same year, Interact led by Professor Kenneth Caiman (as he 
then was), which ran a rolling programme of conferences and workshops in Scotland 
moving from city to city. Meanwhile, Dr Patrick Pietroni and Marilyn Miller Pietroni 
were pioneering psychodynamic approaches to IPE through the Marylebone Centre 
Trust which they had established and in liaison with the Tavistock Centre. The Trust 
launched the Journal of Interprofessional Care in 1992 as a vehicle for national and 
later international exchange of experience and scholarship about interprofessional 
education, practice and research.
Other organisations launched at much the same time had broader terms of reference. 
The Health Professions' Education Forum (Thwaites, 1990) provided a meeting point 
for officers with lead responsibility for education and training in regulatory and 
professional bodies in health and social care to consider developments impinging 
upon professional, multiprofessional and interprofessional education, while the 
Standing Conference on Public Health promoted multiprofessional and 
interprofessional education in its field.
On reflection:
Experimental, ephemeral, marginal and controversial though IPE often remained, it 
was being planted in well tilled ground, endorsed in official reports, enjoying 
goodwill and practical support from professional institutions and dedicated 
interprofessional bodies. The next three chapters tell how it took root, grew and 
began to bear fruit.
5 For example, projects under the auspices of the Royal College of General Practitioners included its 
practice team awards, exploratory discussions with the Open University regarding courses for primary 
health care workers and the Commission for Primary Care established under its wing which ran the 
Prince of Wales Fellowship Scheme.
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Chapter 4 
Workshops and Conferences
Many of the earliest IPE 'initiatives' reported in the UK were isolated, small- 
scale, employment-led workshops or short courses as their pioneers tested 
first one means and then another to cultivate understanding, trust and 
collaboration between professions. Most were in primary and community 
care. Few were recorded, although enough accounts survive to recapture the 
single-mindedness and clarity of purpose that inspired them. Some enjoyed 
support, advice and encouragement from an alliance of central training 
councils and professional bodies. Although many remained local and one-off, 
others were included in centrally-led rolling programmes. These moved 
beyond introspective preoccupations with working relationships, enlisting the 
participant professions in combined action to promote health education and 
improve services.
Primary health and community care
John Horder (1974) credits Kuenssberg with launching the first 'initiative' in 1966 - a 
two day symposium in London on "Family Health Care: the Team" to explore 
working relations between general practitioners, district nurses and health visitors 
(Kuenssberg, 1967; see also Hawthorn, 1971). Three royal colleges - for general 
practice, midwifery and nursing - sponsored the meeting with the Queen's District 
Nursing Institute, the Health Visitors' Association and the Society of Medical Officers 
of Health. The significance of the occasion was further reinforced by the presence of 
Kenneth Robinson, the then Minister of Health, as keynote speaker.
Further encouragement came in 1971 when the Royal College of General 
Practitioners (RCGP) with the Council for the Training of Health Visitors (CTHV) 
and the Council for the Training of Social Workers (CTSW) jointly recommended 
that regional arrangements be made for interdisciplinary meetings. The same three 
organisations, joined by the National Institute for Social Work Training, convened the 
"Windsor Group" to discuss co-operation and conflict in community care (Bennet et 
al. 1972). They then convened a two-day seminar where general practitioners (GPs) 
and social workers concluded that one of the most emotive issues was the extent and 
nature of future relations between their respective professions following the creation 
of social services departments in the wake of the Seebohm Report (1969). Freeing 
social workers from medical control had, according to Martin and Mond (1971), led 
to problems, but improving working relations would also need to include health 
visitors, whose role was seen to overlap with those of both GPs and social workers.
The debate prompted a five-day seminar at Cumberland Lodge in Windsor Great Park 
where recently qualified practitioners from these three professions explored each 
other's roles and identities, dissipated prejudices and acknowledged stresses in their
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working relations. GPs had reportedly failed to understand that health visitors had 
become independent practitioners with skills in preventive medicine, which in some 
ways went beyond their own. Neither GPs nor health visitors had yet accepted social 
workers' claims to their own specialist field. Many GPs preferred to pass social 
problems to health visitors when referrals to social services departments reportedly 
led to rejection, rationing or delay. The core knowledge and skills of each profession, 
said delegates, had to command the respect of each of the others before liaison could 
be effective, and services become flexible and responsive. The roles of all three 
professions had broadened. Increasing overlap between them argued for common 
studies in pre-qualifying education.
Another course was held in Nottingham in 1974 (Thwaites, 1993) and yet another in 
1975 for senior teachers (Flack, 1976) with a follow-up in 1977 (Flack, 1979a). A 
joint letter was also sent by the CTHV, the CCETSW and the RCGP to course leaders 
for general practice, health visiting and social work recommending that "regional 
arrangements be made for interdisciplinary meetings for discussion of common 
interests and problems in dealing with patients". Initiatives followed in Oxford 
(Hasler and Klinger, 1976) and Manchester (Lloyd et al., 1973). The latter considered 
problems facing primary health care teams and was noteworthy at that time for the 
theoretical perspectives introduced and the independent observation of process which 
generated a rich vein of insights into relations between the professions present. 
Participants agreed to continue meeting in a series of further workshops (of which 
there were at least eight) to address questions associated with role, status and 
communication and to differentiate between personal and interprofessional problems, 
taking into account thinking then gaining currency about experiential groups.
Observations from one of these regional workshops echoed those reported above from 
London. Health visitors and GPs found district nurses reticent and defensive - doers 
rather than talkers. Social workers said that GPs did not easily recognise all the social 
needs of their 'clients'. Health visitors said that teams worked better when nurses and 
health visitors were diplomatic in their approach towards GPs. Difficulties could arise 
when male social workers were unwilling to be deferential. The health visitors saw 
themselves as buffers between dissatisfied GPs and the new social services 
departments. But some social workers seemed to have deep-seated prejudices toward 
health visitors who wanted, they said, to be all things to the patient. The GP's position 
at the top of the status tree was accepted reluctantly by the nurses, resented by the 
health visitors and rejected by the social workers. Such difficulties were, however, 
said to be capable of resolution by personal contact (Thwaites et al., 1977).
The seventies ended as they had begun with a national consultation, this time in 
Nottingham, convened by a similar grouping of professional and regulatory bodies 
(England, 1979). Preoccupations were much the same as in 1971. There was concern 
about the location of social services in local authorities instead of in health authorities, 
lack of social work attachments to general practice and the need to put health and 
social care together again. Speakers recognised, however, that getting organisation 
right was only a beginning. Respective roles had to be understood better before skills 
would be fully used (Marre, 1979). The professions had to be trained to see the need 
for a team approach. Teaching had to be about the needs of the whole person. Rivalry 
had to be faced. Good education should teach humility, beginning with the teachers. 
Only then would professionals recognise their own limitations and the need to work
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with others who had complementary skills (Beales, 1979). Learning together should 
improve interaction between professions and facilitate mobility between roles and 
occupations. Different professions had different styles of learning and different 
constructions of reality, which gave every profession a different contribution (Bligh, 
1979).
A standing group was established following the symposium representing district 
nursing, general practice, health visiting and social work. A joint statement was issued 
by the parent bodies on "the development of interprofessional education and training 
for members of primary health care teams" (RCGP et al. 1983) and a handbook 
published for use in "multidisciplinary training" (Flack, 1979b).
A joint working group of doctors, nurses and midwives (Harding, 1981) examined 
problems associated with establishing and operating primary health care teams. It 
called for communications and interpersonal skills training in uniprofessional training 
for doctors and nurses, with "an element of preparatory training for team working", 
although it acknowledged that that might not always be possible in a multidisciplinary 
setting. The potential contribution of primary health care teams to practice learning 
also needed to be more fully recognised.
Yet another national conference was held in 1984 at Middlesex Polytechnic (now 
Middlesex University) when participants backed a proposal to establish a permanent 
central organisation to support and co-ordinate interprofessional learning (Carmi, 
1991). A working party followed, leading to the founding of CAIPE in 1987 (see 
Appendix B).
In the same year, 'Interact' began to organise regular conferences for health 
professions in Scotland. These catered for a wider range of professions than did 
CAIPE and focused on developing collaboration on the ground.
Meanwhile, local initiatives continued to complement national. In London, Samuel 
and Dodge (1981) ran a series of day seminars for trainee GPs and recently qualified 
social workers to explore areas of doubt and misunderstanding about each other's 
ways of working. In Devon, Jones (1986) ran "novice days" for recently qualified 
general practitioners, nurses, therapists and social workers where each profession 
made a presentation about itself for the benefit of the others, observed case 
conferences, and made joint home visits. Short courses were also reported for GP 
trainees and health visitor students (Flack, 1979) and for district nurse and health 
visitor students in Kent (Klinger, 1979).
During the 1980s the Health Education Authority (HEA) capitalised upon the growing 
interest in shared learning to launch a travelling 'circus' of workshops throughout 
England and Wales designed to enlist primary health care teams in health education. 
Each team was invited to send three participants from different professions to the 
same workshop. Each threesome then selected an aspect of health education to be 
promoted in its centre and developed an action plan during the workshop. Groups 
were targeted, campaigns conceived, services outlined, obstacles identified and ways 
devised to overcome them. Introducing cervical screening, and tackling alcohol, drug 
and tobacco abuse were the most common (Spratley, 1990a).
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Regional workshops followed to train members of Local Organising Teams (LOTs) 
who were to be responsible for mounting rolling programmes of workshops. 
Experience gained from the national programme would thereby be disseminated as 
the number of workshops multiplied (Lambert et al., 1991; Spratley, 1990b). 
Workshops reached beyond health education, tackling almost every topic of the day 
from multidisciplinary audit to GP fund holding.
It would be hard to overstate the contribution that the HEA workshops made to team 
development in primary health care. Barriers came down between professions and 
between centres, as workshops became more widespread. Above all, a cadre of skilled 
and experienced facilitators was established, on whom primary care centres could 
call.
The HEA was one of several organisations to mount ongoing programmes nationally 
as IPE initiatives became less ephemeral, less isolated and more coherent. CONCAH 
(Continuing Care at Home) developed a cyclical model inspired by the success of the 
HEA workshops (CONCAH, 1989), based on the work of Kolb (1984) combined with 
audit cycles developed by the Royal College of Physicians and by CONCAH itself. 
Each workshop lasted a day and was built around group work where participants 
grounded their discussion in work experience as they identified problems relating to 
patients with a particular condition. An expert panel responded followed by 
presentations (live or on video) by patients and/or their carers. This led into group 
work in practice teams to formulate management plans.
The Parkinson's Society supported two of CONCAH's pilot workshops in 1992. Each 
brought together interprofessional teams of three to six involved in the management 
of Parkinson's disease. Follow-up found that plans agreed by teams were still in 
action six months later with members reporting that collaboration had improved. Ten 
further workshops were convened between 1993 and 1995 for more than 250 
participants. Feedback was consistently positive.
The HEA programme also prompted the Oxford Prevention of Heart Attack and 
Stroke Project to establish the National Facilitators Development Group to undertake 
continuing work to train facilitators to help primary care teams acquire 'the tricks of 
the trade' and to design preventative programmes (Fullard et al., 1984 & 1987). The 
Cancer Relief Macmillan Fund and the RCGP supported five Palliative Care 
Facilitator Projects working with primary care teams throughout the UK and made 
recommendations to extend its work (CAIPE, 1996).
The facilitator's job included helping primary care teams to:
  discuss prevention and set objectives;
  help GPs to recruit practice nurses;
  train nurses in prevention;
  introduce audit.
By 1988 there were some 50 of these facilitators in post throughout the UK. Most 
were nurses, although backgrounds differed. Support for practice nurses became a 
critical part of their role (Astrop, 1988).
LOTUS (Learning Opportunities for Teams) was similar. It facilitated continuing
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education for eight primary care teams in Yorkshire and the East Midlands for about a 
hundred staff (Pirie and Basford, 1998). Each team was offered up to six two-hour 
workshops with a pair of facilitators from different healthcare professions. Learning 
was reflective and portfolio based. Teams chose a wide range of learning topics 
including communication skills, diagnosing and managing depression and diabetes, 
hormone replacement therapy and osteoporosis, resuscitation, dealing with violent 
patients, health promotion, staff mentoring and change management. Each workshop 
was evaluated by means of semi-structured interviews and completion of the Primary 
Health Care Teams Questionnaire (West and Pillinger 1996; West and Slater, 1996). 
Responses were positive, participants reporting enhanced teamwork. This encouraged 
LOTUS to hold workshops later in Italy, Spain, Belgium and Denmark (Pirie, 1999).
Some areas established their own resource units, for example in Liverpool, leading to 
five years of development (Thomas, 1994). Two facilitators worked with their fellow 
GPs and nurses during the first stage (1989-1991) to break down isolation between 
practices, to promote the employment of practice nurses and to encourage a 
reorientation from one-off treatment of disease towards participation in health. 
Meetings were held to look at clinical, contractual and organisational issues, and to 
float new ideas. "The Liverpool Health Diary" was published to provide GPs and 
nurses with health information and a directory of resources. Six mentors were 
appointed to support the rapidly growing number of practice nurses. Patients were 
interviewed in waiting rooms about health hazards at work. One project even offered 
daffodils in exchange for cigarettes!
During the second stage (1991-1994) an enlarged team of facilitators comprised a GP, 
a health visitor, a practice nurse and a practice manager. The target group was also 
widened to include district nurses, GPs, health visitors, practice managers, practice 
nurses and receptionists, and, so far as possible, workers in schools, the voluntary 
sector and community groups. Promoting more effective teamwork was one of the 
priorities. Methods included forums, workshops and road shows.
Community care
Many of the early initiatives covered primary health and community care. Separate 
developments followed as the two fields began to be differentiated following the 
implementation of policies for 'care in the community' from the 1970s onward with 
the closure of long-stay mental handicap and psychiatric hospitals. Separation was 
reinforced when social services departments were established. From then on, most 
initiatives focused either on primary care or community care, although the need to 
build bridges between them became pressing.
Progress seems to have been faster in Scotland than in England. There the Social 
Work Service Group and the NHS Management Executive commissioned the 
University of Dundee to facilitate workshops, offer consultancies and develop training 
networks to help implement community care policies (Rowley, 1993). The 'Inter- 
Change Programme' responded to local initiatives. Its aims signalled moves to extend 
collaboration beyond teamwork, including relations between agencies and between 
management and practice. All initiatives were interprofessional. Each was jointly 
mounted by more than one type of agency with an emphasis on new and better 
services for users and carers generating "champions for change". Issues tackled were
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invariably local. 6
Primary and community care reunited
Some health and social services managers were concerned that primary and 
community care had drifted apart. They convened joint meetings for their respective 
staff to discuss the 1990 NHS and Community Care Act and its implications for their 
agencies, appearing on the same platform to demonstrate solidarity. William Border 
(1996) described strategic planning for "interagency training" between statutory and 
voluntary sectors in health and social services in a London borough. A strong lead 
from central government, he said, had resulted in priority being given to measurable 
short-term change at the expense of long-term goals. Topics covered by the training 
included updating, needs-led assessment and care planning, meeting the needs of 
service users and carers, working in partnership, cross-cultural communication, 
welfare benefits, discharge planning and after-care, protecting vulnerable adults and 
the role of the key worker.
The NHS Training Directorate and the Social Services Inspectorate set up the Caring 
for People Joint Training Project to ensure that an integrated approach to care was 
supported by appropriate training and organisational development. Reviewing that 
project, Carpenter et al. (1991) found widely differing developments of shared 
learning in seven English areas following the implementation of the NHS and 
Community Care Act. Authorities, it seemed, were making a fresh start, even though 
there was a wealth of experience upon which they might have called.
One such project was led by Lonica Vanclay, then Director of CAIPE. She brought 
together practitioners, trainers and managers who had participated in events and 
projects to develop collaboration following the implementation of the NHS and 
Community Care Act to explore how collaboration between health and social services 
in general, and GPs and social workers in particular, could be sustained (Vanclay, 
1996).
Regular contact, understanding each others' roles and responsibilities and working 
together on local activities were, she said, important in sustaining collaboration. 
However, appropriate education and training was the most important influence. 
Examples from practice suggested that training events were more likely to be 
successful if they were local, participative, short, focused, not too frequent, held at 
lunchtime, aimed at clarifying respective roles and reinforced by shared information. 
The key to sustained collaboration, said Vanclay, lay in embedding a continuous and 
collaborative learning culture that began during qualifying education and extended 
into continuing learning opportunities. Management backing, national leadership and 
a supportive policy framework were critically important.
HIV/AIDS
Some community-based initiatives focused on the needs of particular groups. The 
formation from the 1980s onwards of multidisciplinary teams to care for people with
They included: user and carer involvement; hospital discharge arrangements; assessment and care 
management; contracting and commissioning; GP involvement; local needs analysis; community care 
planning; quality assurance; advocacy; mental health development; and moving from hospital to 
community settings.
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HIV, numerous study days, conferences and support systems were set up to educate 
staff and help them cope. For example, FACTS - "Foundation for AIDS Counselling, 
Treatment and Support" - in Crouch End, North London - ran weekly lunchtime 
education sessions for GPs, district nurse, dieticians and others, complemented by 
similar meeting in Camden & Islington around attitudes, team working and 
collaboration7 .
Child care
Developments in IPE for child care were proceeding in parallel, although 
communication with those in primary and health care was minimal, save through 
CAIPE.
Despite the arguments advanced in successive reports for 'joint training' for child 
protection, Birchall and Hallett (1995) found that provision for experienced 
practitioners was very limited. Over 40% of a sample of 338 professionals working in 
child protection in English health and local authorities (social workers, health visitors, 
teachers, police, GPs and paediatricians) had had no relevant in-service training about 
any aspect of child abuse. Some of the events described as interprofessional did little 
more than bring together a mixed audience in one room doing little to enhance mutual 
understanding (Stevenson, 1995). Several organisations were, however, working to 
promote IPE for child protection.
The National Children's Bureau, the National Society for the Prevention of Cruelty to 
Children and the University of Nottingham (Charles and Stevenson, 1990 a&b) 
combined their expertise to support local initiatives. They sponsored the first joint 
conference (Hendry, 1995) where participants identified a number challenges:
  Variable support for joint agency training amongst service managers;
  The need to develop training strategies owned by ACPCs;
  How to engage professional groups who played key roles in child protection, but 
seldom participated in inter-agency training.
The Training Advisory Group on the Sexual Abuse of Children (TAGS AC, 1988) 
made the case for "multidisciplinary agency training" following the Butler Sloss 
report (1988) into multiple allegations of such abuse in Cleveland. TAGSAC argued 
that no one profession should have priority in training provision. All those concerned 
should train and work together.
The Michael Sieff Foundation was created to foster development and innovation in 
the care of abused and neglected children, and had held eight annual conferences at 
Cumberland Lodge in Windsor Great Park by 1995.
On Reflection
Work based IPE had developed during 30 years from isolated initiatives into 
an incremental and developmental movement. Initiatives were reported in the 
fields of ageing, child protection, community and primary care, health 
education, learning disabilities, physical disabilities and public health. 
Surveys reported in chapter 8 provide some clues to the distribution of IPE, 
but the prudent reader will be well advised to treat examples given in this
7 1 am indebted to one of my anonymous reviewers for this example.
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chapter (and the next two) as indicative rather than representative. IPE 
initiatives in universities (as succeeding chapters explore) sprang from 
different roots. Some links are, however, apparent between the work-based 
developments and post-qualifying university-based IPE, for example, in public
1 J . 7health.
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Chapter 5
Multiprofessional and Interprofessional 
Post-qualifying Studies
Most of the combined post-qualifying initiatives in universities were 
multiprofessional. Their aims had little to do with collaborative practice, but 
interprofessional objectives were sometimes introduced later in response to 
the needs and expectations of the (mostly part-time) students. Few if any 
discrete IPE programmes were established. Some were marketed as such 
although, on closer examination, they combined both multiprofessional and 
interprofessional objectives and content, which may have been their strength.
Universities were responding to the need for continuing professional development by 
launching post-qualifying programmes, in parallel with work-based IPE reported in 
the last chapter. Most were multiprofessional. An attempt to provide comprehensive 
coverage would far exceed the scope of this chapter. I have focused instead on those 
post-qualifying multiprofessional developments that generated opportunities for 
interprofessional learning.
Masters' courses were better documented than other multiprofessional postgraduate 
courses for health and social care personnel, thanks to a postal survey and telephone 
interviews by Storrie (1992) of provision at 15 universities in England and Scotland 
by means of. Twelve of the 15 provided information. Only one course had started 
before 1990, although all but one was based in an established academic department 
with a track record in health and social care studies.
Several enjoyed external support. The Scottish Office, for example, had funded the 
Centre for Child Protection at the University of Dundee, which ran one such course, 
whilst Age Concern had funded the MSc in gerontology at King's College London. 
Local pressures had, however, also generated support for many of these initiatives, for 
example, a series of postgraduate courses at the University of Exeter had responded to 
the needs of practitioners in an isolated region. Similarly, the University of Hull 
provided post-qualifying courses in close association with neighbouring health and 
local authorities.
Despite commitment to multiprofessional learning, most of the courses that Storrie 
found were based in traditional single discipline academic departments. Exceptions 
were noteworthy, for example at the University of Southampton, where masters' 
courses in psychiatric medicine and palliative medicine were the joint responsibility 
of medical and social work departments. Similarly, at the University of Hull two such 
programmes were run jointly by nursing and social sciences departments (in one case 
also including the psychology department).
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The 12 universities provided information about 21 programmes focusing variously on:
  A client group, e.g. older people, mental illness, learning difficulties, child 
protection;
  Care delivery, e.g. community care, primary care and counselling;
  Planning, organisation and management of services;
  Interprofessional learning and working;
  Other, e.g. medical and social anthropology. 8
Additional information was available from the University of Exeter (Pereira Gray et 
al, 1993; Goble, 1994), which claimed in 1986 to have launched the first 
multiprofessional masters' course in health and social care, one of two there that grew 
out of more modest multiprofessional initiatives dating back to 1973. It had two aims: 
to enable nurses, physiotherapists, occupational therapists, social workers and others 
to compensate for limitations in their earlier pre-qualifying education; and to 
complement practice experience with a grounding in the social sciences and research 
skills. The first intake included therapists, GPs, a health visitor, a health service 
manager and a practice nurse.
South Bank Polytechnic (now London South Bank University) had launched, as noted 
by Storrie (1992), the first UK masters' course marketed as interprofessional. 
According to Leathard (1992), that initiative was prompted by five considerations. 
The first was the opportunity to build on established diploma, degree and post- 
graduate courses for nurses, health visitors, health educators, social workers and nurse 
educators. The second was the need to offer progression to those students who 
hitherto had had to go elsewhere for masters' level studies. The third (and this is 
where the interprofessional focus came in) was the staff driving the proposal who 
were "interested in the whole concept of learning together to work together" with 
unqualified support from the Dean of the School. The fourth was the knowledge that 
the then Council for National Academic Awards and the NHS Training Authority 
were encouraging interprofessional initiatives. The last was the case made in 
successive reports for integration in health and social care practice.
Teachers planning the course were fired by the belief that there was none other of its 
kind. They commissioned market research to make sure that there was indeed a 
demand for the course and consulted national training bodies. The demand, it 
emerged, was for a part-time masters', the outcome a two-year, modular course 
comprising a first-year foundation grounded in research and a second year 
concentrating on interprofessional work with a dissertation. Learning methods were 
grounded in the philosophy of reflective practice (Schon, 1987).
Degree titles were: Health Care - Professional Education; Health Care; Gerontology (3); 
Interprofessional Health and Welfare Studies; Mental Health; Psychosocial Palliative Care; Care of 
People with Learning Difficulties; Care of Elderly People; Community Care (3); Child Protection (2); 
Policy, Organisation and Change in Professional Care; Applied Psychology in Mental Handicap 
Services; Medical Social Anthropology; Applied Psychology of Mental Health Services; Community 
and Primary Health Care - Towards Reflective Practice; and Counselling
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Two other explicitly interprofessional masters' courses were launched soon after, one 
at the Marylebone Centre Trust in association with the University of Westminster and 
the other at the University of Central England in Birmingham (German, 1995).
The remaining master's programmes found by Storrie, albeit not established primarily 
to focus on the promotion of interprofessional understanding and collaboration, had 
developed such teaching and learning as an extension of their original orientation. All 
included interprofessional objectives, although their importance varied.
All were recruiting from several professions, including between them the allied 
health, clergy, housing, pharmacy, planning, police, medicine, nursing, social work, 
and youth and community work. All said that they had tried to attract as wide a spread 
of professions as possible, but none claimed to have achieved a balanced intake. With 
few exceptions, doctors were only recruited to courses based in medical schools.
Some of the same universities were also offering postgraduate certificate and 
diplomas as stepping-off points for masters' degrees.
Improving Practice
Accounts were also being published of other multiprofessional and interprofessional 
postgraduate certificate, diploma and masters courses. Three of the many advanced 
professional courses launched at the Tavistock Centre are especially apposite. One 
was in matrimonial conciliation and two in child protection. All three combined 
multiprofessional and interprofessional objectives.
The first responded to concern about failures in collaboration between agencies and 
between professions working with couples seeking to resolve matrimonial problems. 
Woodhouse and Pengelly (1991) facilitated fortnightly workshops comprising GPs, 
health visitors, marriage guidance counsellors, probation officers and social workers. 
Each profession had its own workshop during the first six months, re-forming into 
mixed groups for the following two years with a further six months for evaluation. A 
group member presented a current case - often worrying or perplexing - at each 
meeting.
The aims were to develop existing knowledge of how marital stress may be linked 
with other problems that preoccupy social and health services, and to study and seek 
to improve working relationships between practitioners from different agencies and 
different professions, since responsibilities were often shared. The evaluation was 
noteworthy for the insights that it offered into the psychoanalytic concepts of 
projection and transference, where denial and splitting between two parties to a 
marital relationship induced similar behaviour between agencies and between 
professionals working with them.
The other two courses were planned in consultation with a London-based consortium 
and implemented proposals from the then ENB and the then CCETSW "to determine 
an effective model for the development of shared teaching and learning in courses 
preparing nurses and personal social services professionals for their roles in child 
protection". Two courses were piloted.
The shorter one was competency-based. Outcomes included the ability to work with
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other professionals, to ask for help and refer cases when appropriate, within a 
common framework of knowledge and understanding of law, policy, practice and 
procedure. The learning approach was active, experiential and facilitative, making full 
use of peer group learning. Participants met one day per week for ten weeks organised 
into three modules. They came from nursing, therapy, police, leisure services and 
youth work. Health visiting and social work were excluded because the content 
should have been covered during qualifying courses. Their absence did, however, set 
limits to the extent and nature of the interprofessional learning.
The aim for the longer course was to enable participants to work effectively in 
multiprofessional networks, by providing "serious intellectual fare", including 
knowledge of research methods and findings, law, and a range of theoretical and 
conceptual frameworks while remaining firmly rooted in practice. Emphasis was 
again put on learning from experience. Participants met for a day every two weeks 
over two years. They came from social work, health visiting and other branches of 
nursing (Stanford and Yelloly, 1994).
But the major contribution to IPE from Tavistock Institute's had long been group 
dynamics course, in association for many years with the University of Leicester. 
Reviewing their contribution, Allaway (1971) describes 'T- groups' 9 around which 
they revolved as "adventures in the study of intra- and inter-group relationships and 
transactional behaviours and the exploration of ways in which the learning gained 
through their study may be brought to bear upon everyday living". Each T-group 
comprised about 15 members with a trainer as basic unit within a two or three week 
course in group dynamics.
The wider influence on IPE of this approach to learning was reflected in courses run 
by the Marylebone Centre Trust (see Chapter 6) in a health and social care context, 
and by the Grubb Institute from a Christian perspective.
Together, these courses recruited from a wide spectrum of professions including 
police, probation and prison officers as well as education, health and social care on 
which this paper focuses. Courses built in interprofessional learning, made explicit in 
the case of the Marylebone 'Pride & Prejudice' courses. They also provided a bridge 
between learning for practice and for management, to which we now turn.
Preparing for Managerial Roles
Management studies have a long history in both health and social services. Conceived 
for managers, some programmes were extended to include practising professionals, as 
their managerial responsibilities came to be more fully acknowledged. Many were 
specific to health or social care. Others were generic, bridging health and social care 
or different local government departments, creating opportunities for interprofessional 
learning.
Programmes in social care dated from the inception of social services departments in 
1970, when managers, drawn mainly from the ranks of social workers, found 
themselves coping with a scale and complexity of responsibility for which they had 
not been prepared. Universities responded with everything from short courses to
i.e. Training groups
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masters' programmes. The Local Government Management Board held the brief for 
developments throughout England and Wales, working closely with the Institute for 
Local Government Studies (INLOGOV) at the University of Birmingham. The Board 
emphasised work-based study and took a generic view of management studies across 
local authority departments. Particular provision was nevertheless made for the care 
sector, including courses leading to the Diploma in the Management of Care Services. 
The Department of Health also promoted a number of initiatives in the ' Developing 
Managers for Community Care Programme' and the "Implementing Caring for 
People' projects.
Lead responsibility for management studies in health rested with the NHS Training 
Division . It generated learning materials for work-based use in guided individual 
and group study, notably the Management Education Scheme by Open Learning 
(MESOL). This comprised two main programmes - one for first line managers in the 
Health Service only, the other for middle and senior managers throughout the care 
sector, entitled "Health and Social Services Management" (HSSM) (NHS Training 
Directorate, 1993a).
Moves to extend management studies for health to include social care sprang from a 
partnership between the NHS Training Division and the Social Services Inspectorate. 
A joint national project focused upon empowering middle managers for effective 
partnership between health, social services and not-for-profit sectors to meet 
standards for community care. It started from the premise that people who develop 
their capabilities together are more likely to work effectively together. Twenty-four 
managers from the three sectors formed two learning sets that met from the autumn of 
1990 to the spring of 1992. Their experience exposed obstacles to joint working 
between health and social care organisations resulting from differing goals and 
objectives, conflicting demands and communication problems (NHS Training 
Directorate, 1993b). Experience gained from the project assisted in designing the 
'HSSM'. Work commissioned from LBTC Training for Care (LBTC, 1993) 
demonstrated scope for joint management development and the contribution that 
HSSM could make.
Preparing for Public Health Roles
Post-qualifying courses in public health were relatively isolated from other 
developments in multiprofessional and interprofessional education for health and 
social care professions. They originated in public health medicine, but were extended 
to include students from other professions. Schools and institutes had been set up 
(following the recommendations of the Acheson report, 1988, see Chapter 3) in most 
regions by 1990, although some were reportedly more successful than others in 
combining professions (Streetly, 1992). Courses leading to the degree of Master in 
Public Health were launched, sometimes complemented by conferences and short 
courses open to a range of professions.
Preparing for Health Education
The development of postgraduate diploma courses in health education sat more 
closely in the mainstream of multiprofessional and interprofessional education. The 
Health Education Authority (HEA) promoted multiprofessional courses for primary
10 Formerly the NHS Training Authority later to become the NHS Training Directorate.
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care professionals in polytechnics, including Bristol, Leeds and London South Bank, 
in parallel with its travelling circus of workshops (reported in Chapter 4). These 
diploma courses provided generic studies for students from a range of professions to 
prepare to become health education officers. The HEA also promoted masters' 
degrees in health education in medical schools, including Edinburgh, Manchester and 
Nottingham, to enable professionals to transfer into that field, while one at Chelsea 
College provided a forum to relate health education to participants' existing fields 
(Beattie, 1994a).
The Open University
Most of the courses offered by the Open University defied easy classification. The 
same course catered for students from a wide spectrum of professions at different 
stages in their education and experience, as well as for interested members of the 
public. Many, however, informed aspects of health and social care practice, but 
typically lacking direct engagement with students' work settings and hence ill-suited 
for interprofessional learning, despite claims sometimes made to the contrary.
The Diploma in Health and Social Welfare was an exception (Harden, 1993). Its 
profile included courses on roles and relationships, community care and health and 
wellbeing, with opportunities for reflection on experience and to consider strategies 
for innovation and change. Tutorial groups and self-help groups included students 
from diverse professional backgrounds (and non-professional groups) with the chance 
to enrich understanding by learning from each other and to explore how the work of 
their own profession complemented that of others.
Preparing for professional and interprofessional teaching
Developments in IPE at the pre-qualifying stage, as discussed in the next chapter, 
depended for their effectiveness upon the calibre of their teachers and facilitators. 
Good preparation was critical. It was sometimes combined for uniprofessional, 
multiprofessional and interprofessional courses, as the following examples illustrate.
The University of Exeter pioneered a weeklong residential course for GP trainers, 
which was later extended to include nurse trainers on an experimental basis (Pereira 
Gray et al., 1993). Both groups were thought to require help with educational theory, 
curriculum design and assessment techniques, and in developing interpersonal and 
communication skills. Furthermore, the time seemed to be ripe for them to learn 
together in an effort to overcome barriers that impeded relations as colleagues in 
primary health care teams. The aims included becoming familiar with the principles 
of teamwork and resolving problems in working with others. Following an initial 
exercise to cultivate cohesion, each participant was assigned to one of three sub- 
groups based upon the results of personality tests and questionnaires to evaluate 
learning styles. Each sub-group augmented and elaborated its aims and objectives for 
the week. The first three days were "fairly structured" for the whole group, but for the 
remaining two days each sub-group chose its own topics. This programme led in 1988 
to the introduction of an additional MSc course in professional education. Progress in 
establishing masters' courses encouraged Exeter to offer multiprofessional masters' 
and doctoral research opportunities.
Mhaolrunaigh et al. (1995) reviewed the preparation of teachers for learning shared 
between branches of nursing in England, but found few examples. Seventeen centres
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had delivered ENB approved teacher preparation. Of these, 12 provided information. 
The majority offered shared learning between the branches, but half focused on 
theoretical learning alone with no teaching practice. There was little evidence that 
principles of shared learning were being applied within teaching practice. Nor did the 
review establish agreement between the centres regarding the objectives of shared 
learning between the teachers. The ENB was, however, already party to a joint 
initiative with an interprofessional focus.
The CCETSW, the ENB and the College of Occupational Therapists had launched the 
Joint Practice Teachers Initiative (JPTI) in 1989 to pave the way for interprofessional 
practice learning which they believed might hold the key to collaborative practice 
(Brown, 1992; Bartholomew etal, 1996).
The initiative was grounded in three principles:
  That effective professional education was rooted in competency based models of 
professional activity;
  That training should concentrate on the tasks and responsibilities of professions 
and employing authorities;
  That training be organised collaboratively in order to emphasise common 
elements in "repertoires" of the various care professions.
Key components of the JPTI were:
  The development of self as practice teacher/clinical supervisor;
  Exploration of adult learning theories;
  Achievement of skills in assessment.
With three "value added" elements:
  Equal opportunities and anti-racist and anti-discriminatory practice;
  Professional collaboration in community care;
  Supervision at arms length.
Impending implementation of policies for community care reinforced resolve to 
secure collaboration across professional and agency boundaries, prompting the 
Department of Health to fund thirteen JPTI projects throughout England in successive 
waves.
Building on the experience gained, the three sponsoring organisations commended 
(with modest financial support) a core module for practice teachers to be mounted 
locally and jointly between neighbouring universities (ENB, 1992). This was 
accompanied by a practice guide based upon the outcomes of workshop in York 
where lessons learned from the JPTI had been reviewed (ENB & CCETSW, 1996).
A Review
A working party convened by the Standing Committee on Postgraduate Medical and 
Dental Education (SCOPME, 1997) conducted a three-stage review of 
"multiprofessional education". During the first stage, the group invited comments in 
writing, orally and during two workshops. During the second stage, it distributed 
some 3,500 copies of a working paper with an accompanying questionnaire to which 
400 responded. During the third stage, the group researched three examples of 
multiprofessional learning and working.
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The outcome was the following definition of multiprofessionalism which equates with 
interprofessionalism in this paper:
"A team or group of individuals with different and complementary skills, 
shared values, common aims and objectives ".
Multiprofessional learning took place, said the working party, through 
multiprofessional working. They could not be separated. There was no one right way 
to achieve effective multiprofessional learning and working. Autonomy, in a climate 
of equity and mutual respect would enable practitioners to develop their own ways of 
effective learning and working together.
On Reflection
Some uniprofessional opportunities remained, including those approved by 
regulatory bodies for their professions, but universities were acting on the 
premise that continuing professional education needs were held in common 
across all or many professions, freed from profession-specific constraints. 
Common curricula followed, although students might still apply their learning 
to their particular professions and fields of practice through assignments. 
Interprofessional education, like the grit in the oyster, challenged this 
assumption, so that students could explore not only similarities but also 
differences to inform complementary and collaborative working.
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Chapter 6
Intra-professional and Interprofessional
Qualifying Studies
Four collective movements synthesized qualifying studies for clusters of 
professions. Each was preoccupied in the shorter-term with forging closer 
working relationships between those professions, but progress paved the way 
for more broad-based participation in IPE. Proposals for 'joint training' in 
the field of learning disabilities were more problematic and development more 
chequered, but no less significant in breaking the mould of professional 
education. Reforms in lower levels of vocational training at one stage seemed 
likely to gravitate upwards into professional education. Had they done so, 
rationalisation would have been radical. Two reviews of IPE at the qualifying 
stage summarised in this chapter should be read in conjunction with the 
broader-based reviews and surveys summarised in Chapter 7.
Conventional wisdom long held that IPE was better left until after qualification when 
practitioners had found their respective identities and had experience under their belts 
to share. Steps were, however, being taken as early as the 1950s to enable related 
professions to share pre-qualifying studies in the belief that core values, knowledge 
and skills were transferable between them, and that each would gain strength by 
association with the others. Four 'collective movements' gathered momentum from 
the 1960s onwards for social work, nursing, the allied health professions and the 
complementary therapies. A fifth and very different movement cut across nursing and 
social work (more precisely social care), whilst a sixth comprised integrated 
programmes for paraprofessional grades across health, social care and beyond. Each 
set a precedent for shared qualifying studies between a broader spectrum of health and 
social care professions within which interprofessional education could take root.
The introduction of 'generic' studies for social work, and combined studies for 
branches of nursing with midwifery marked the transitional from separate qualifying 
education for each sub-profession or branch to integrated provision for a group of 
professions. That process began for social work in the 1950s and was adopted 
nationwide in the 1970s. It began in nursing and midwifery in the 1960s and was 
adopted nationwide in the 1980s. It started later for the allied health professions and 
most recently for the complementary therapies. Social work was the only grouping to 
achieve complete integration (although courses for probation officers were later 
withdrawn). Nursing continued to have its branches, with midwifery remaining a 
separate profession, but within a single regulatory, education and organisational 
structure. Both the allied health professions and the complementary therapies 
remained looser alliances but drawn closer through shared learning.
Each of these collective movements consumed time and energy at the expense of the 
wider exploration of scope for shared learning with professions beyond each 
immediate 'family'. That social work, nursing and the allied health professions have 
become engaged with other professions in more broad-based interprofessional
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learning may be seen as a mark of maturity, as integration of each 'family' has 
reached the point when it is ready to look outwards. A parallel movement remained 
for some time between the allied health professions intent on finding common 
curricula as the basis for shared studies, but it has now been absorbed into the 
mainstream of qualifying interprofessional education. The complementary therapies 
may still need more time before they reach that stage, although discussions about their 
participation in IPE with the 'mainstream' health and social care professions were 
beginning at the time of writing.
Medicine, dentistry and pharmacy each enjoyed a relatively secure and established 
status with no need for comparable educational movements, although lack of them 
may be one reason for their relative isolation from subsequent IPE developments.
Social Work
The London School of Economics launched the first 'generic' course in social work 
(for child care and probation students in the first instance) in 1954 followed by 
others . The perceived success of the early ''generic" courses influenced the 
deliberations of the Seebohm Committee (1968). The Central Council for Education 
and Training in Social Work (CCETSW) became the vehicle to reinforce the 'generic 
movement', as it progressed fast to unify qualifying systems for the branches of social 
work and to introduce a single award - the CQSW (the Certificate of Qualification in 
Social Work).
CCETSW also promoted schemes under the joint management of local colleges and 
employers to provide interlocking sequences of study for a range of social care 
occupations including home help organisers, day and residential care managers, and 
specialist workers with disabled groups. Courses led to the Certificate in Social 
Service (CSS) were endorsed with occupationally related options. Multiprofessional 
in concept, the CSS ran for some 15 years, before being absorbed into the mainstream 
of qualifying studies in social work, demonstrating the power of the centripetal forces 
at work. Both the CQSW and the CSS were to be replaced by the Diploma in Social 
Work (DipSW) and, later, by the social work degree.
The 'generic movement' was essentially preoccupied with the integration of 
qualifying education for social work. References to learning with professions beyond 
the social work family are conspicuous by their absences in Younghusband's (1987) 
critiques of developments in social work education at that time and Hartshorn's 
(1982) equally authoritative review of the LSE generic course.
To conclude, however, that social work teachers lacked interest in interprofessional 
learning and collaboration would be less than the whole truth. Interest in relations 
between social workers and a wide spectrum of other professions was longstanding 
(Stevenson, 1968), including psychodynamic insights often neglected in the 
interprofessional literature (APSW, 1960) and evaluations of social work attachments 
to GP practices and health centres (Forman & Fairbairn, 1968; Goldberg & Neill, 
1972; Clare & Corney, 1982). These coincided with short-lived interest in 'patch- 
based' practice (Bayley et al., 1989; Hadley et al, 1987) which brought individual 
social workers into closer proximity with their colleagues in other professions,
In Bristol, Edinburgh, Keele, Liverpool, Manchester, Nottingham, Southampton and elsewhere.
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reflected in a rigorous analysis in the Barclay report (1982).
Respondents to my plea for help recalled numerous occasions when they had learned 
with other professions. Hilary Beale, for example, remembered learning law, human 
growth and development, with health visitors and community nurses at the University 
of Southampton as a child care student in 1971. Margaret Gates remembered how 
students in clinical psychology, psychiatry and psychiatric social work at the 
University of Edinburgh between 1968 and 1971 shared the same classrooms and the 
same 'pubs'. Both Hilary and Margaret testified, in their personal communications, to 
the positive and lasting impression that that learning had had on their subsequent 
work with other professions.
Margaret Yelloly (as she then was) remembered the enthusiasm surrounding short- 
lived provision of joint seminars between students in the schools of education and 
social work at the University of Leicester around 1968-70, but thought, on reflection, 
that commitment had been lacking. Seminars for staff on practice supervision had 
been more sustained and, in her view, more successful.
Developments in Leicester may have been encouraged by three conferences held in 
Keele where distinguished academics compared perspectives on undergraduate 
curricula and teaching for intending school teacher and social workers (Halmos, 
1958a&b, 1960). Nowhere else, to my knowledge, have educational leaders for 
different professions made comparable sustained and systematic commitment to lay 
philosophical and theoretical foundations to underpin their students' interprofessional 
learning, albeit far removed from the realties of collaborative practice which their 
students would be entering.
That tasks seems to have been left to a follow up workshop in Leeds in 1962 12 
between some of the same participants where they applied thinking from the third 
conference to proposals for an 'interprofessional tripos' in response to the recurrent 
need for students to be more aware of the different roles for the professions that they 
were entering (APSW, 1962).
These developments warn against overstating social work's preoccupation with its 
inner search for a corporate identity. Commitment to IPE was strong, if spasmodic 
and sporadic, carrying forward well established collaboration with other professions, 
notably in child care, medical and psychiatric social work.
Nursing
Centripetal forces in nursing gained momentum following the creation of the United 
Kingdom Central Council for Nursing, Midwifery and Health Visiting (UKCC) and 
the four related National Boards. The Judge Report (1985) followed by the Project 
2000 Report (United Kingdom Central Council, 1986) recommended a core 
curriculum for pre-registration studies to be followed by specialist studies for the 
separate branches or professions within nursing.
The proposition was, however, far from new. As far back as 1863 the Manchester and 
Salford Sanitary Association had written to the Medical Committee of the Manchester
With another envisaged in Durham in 1963.
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Royal Infirmary making the case for broader-based nurse education that would 
qualify students to practice in three fields: hospitals; private families; and visiting 
amongst the sick and the poor. But the Medical Committee thought that the plan was 
"too comprehensive to be undertaken by the Medical Officers of the Infirmary until a 
more simple system had been in operation and specially applied to nurses already 
doing duty in the hospital wards" (Brockbank, 1970).
It was to be almost a hundred years before a similar proposal was made by the Royal 
Manchester Children's Hospital in Pendlebury with Hope Hospital in Salford 
approved by the General Nursing Council for England and Wales in 1950, although 
the Medical Committee at the Manchester Royal Infirmary again declined to be 
involved (Golay, 1953). The course took its first students in 1952, who received 
experience during four years in both children and adult nursing. The curriculum 
included social services and public health, observing the work of health visitors in 
clinics and private homes plus site visits, amongst many others, to the sewage and 
waterworks, a dairy and a cinema - to see the ventilation plant not the film!
That course was the precursor for the long-running Diploma in Community Nursing 
course, established in 1959 between the University of Manchester and the Crumpsall 
School of Nursing accorded degree status in 1969. This was reportedly the first course 
in nursing where students shared lectures with others, for example, in obstetrics with 
medical students and social administration with students from the Faculty of 
Economics. During their field work the nursing students accompanied health visitors 
and the geriatrician to meet patients and able bodied people in their homes. In the 
University, they took advantage of their student status, joining societies and sports 
activities.
The course combined training in three distinct, but related, subjects: basic nursing; 
health visiting; and medico-social work leading to three qualifications; state 
registration in nursing, the health visitor certificate and a University diploma. It 
should be possible for diploma holders to enter any of these fields, according 
Professor Fraser Brockington (the instigator of the course who had a background in 
social and preventive medicine). That might seem strange, he said, to those who had 
grown accustomed to the rigid barriers which had been interposed between those jobs. 
Those barriers, however, needed to be broken down if the patient and the community 
were to be maintained in health by comprehensive health services. For Brockington, 
one of the great tasks at that time was to bridge the gulf that separated hospitals from 
the outside world, which could be helped by bringing training for hospital and home 
nursing together. Bridging the gap between health visiting and socio-medical work 
was no less important. Work in "medical care" had to be broken down into 
manageable units, but the inevitability of division of labour made it even more 
important that those working in these different fields should have a common 
understanding. Yet in recent years they had grown apart (Brockington et al., 1960).
The Manchester experiment was a major break through, anticipating more widespread 
recognition of the need for better understanding between professions across primary 
and secondary care, and health and social care, and for education that facilitated more 
flexible deployment of the workforce and the redrawing of professional boundaries. 
But it stopped short of developing IPE learning methods as they came to be 
understood. That was picked up much later in the 1980s in Suffolk when health
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visitors, district nurses and occupational health nurses came together in a course 
leading to a Diploma in Higher Education in Professional Studies. It would be hard to 
find an example where intra-professional education better anticipated those addressed 
later in interprofessional education. Common foundation studies were provided in 
mixed groups. 'Joint working teams' presented seminars on matters of common 
concern. Most students nevertheless regarded the course as "learning the same 
knowledge alongside others", although almost a quarter as "learning interactively 
from other professions" (Gill and Ling, 1994).
The Allied Health Professions
Parallel arguments had gained ground for shared studies between the allied health 
professions (known then as the professions supplementary to medicine). The Oddie 
report (1970) had already recommended common studies for an aide or helper grade 
to work with any of those professions (Burt, 1973). Employers endorsed that in the 
McMillan Report (1973), which also recommended common studies at professional 
level, although that proved to be more controversial. Professional associations feared 
erosion of identity, although the NHS Management Board saw common studies as a 
means to establish flexibility by developing common competencies (Lucas, 1990). 
Schools for professions allied to medicine had nevertheless amalgamated in 
Cambridge, Derby, East Anglia, Hull, Edinburgh and elsewhere, and joint pre- 
qualifying studies had started in Cardiff, Derby (Forman et al., 1994) and Salford 
(Lucas, 1990; Lucas & Davidson, 1995). These linked generic and specialist studies, 
enabling two or more of the remedial professions to share common modules, while 
remaining separate for others. They also ensured a coherent sequence of studies for 
each which satisfied the expectations of both students and teachers, while meeting the 
requirements of validating bodies. These shared programmes were promoted and 
regulated by the Council for Professions Supplementary to Medicine (CPSM).
The Complementary Therapies
The fourth movement draws together some of the many complementary therapies (or 
CAMs - complementary and alternative medicines) to introduce firmer foundations in 
the biological sciences. As for nursing and the allied health professions, independent 
schools for particular therapies merged with universities so that the validation of 
courses and assessment for awards were subject to the rigour of higher education 
systems and criteria, and teachers encouraged to become 'research active'. Combined 
studies for the CAMs were on the largest scale in the School of Integrated Health at 
the University of Westminster, but separated from qualifying courses for the 
mainstream health and social care professions which that University did not offer. 
Studies for the CAMs were on a smaller scale in a number of other universities 
alongside those for other professions with possibilities for multiprofessional or 
interprofessional education.
Learning Difficulties
Moves towards joint training for workers in the field of mental handicap may at first 
seem like an aberration. Their genesis and motivation were quite different from the 
other four and their out-workings more fraught, but no less significant in breaking the 
mould of qualifying education and paving the way for broader-based developments 
later.
The Jay Committee (1979) recommended the substitution of a social model for the
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medical model in mental handicap, deemed more appropriate as patients and staff 
relocated from hospital to community. Jay followed that argument through to its 
logical conclusion - the transfer of training for mental handicap nurses from nurse 
education to social care education. Responsibility should accordingly be transferred 
from the then General Nursing Councils (GNCs) for England and Wales, Scotland 
and Northern Ireland to the then Central Council for Education and Training in Social 
Work (CCETSW). Nurses, parents and pressure groups were vehemently opposed. 
Psychologists attacked social care for being too passive and, forming an alliance with 
mental handicap nurses, they advanced arguments for a new profession, to include 
'teachers" of mentally handicapped adults as well as specialist nurses, based upon an 
educational model. Neither nursing nor social work professional bodies, for whom 
mental handicap had always been marginal, took much interest in the argument that 
ensued, leaving the problem with the GNCs and CCETSW.
Faced with an impasse, Ministers rejected Jay's recommendation and called upon the 
GNCs and CCETSW to establish a joint working group in the expectation that it 
would come up with recommendations for "joint training". Obligingly, it did so. 
Recommendations were made for such training at pre-qualifying level between 
students preparing for the CSS 13 and for the specialised mental handicap nursing 
register (GNCs/CCETSW, 1982), and at the post qualifying stage (GNCs/CCETSW, 
1983).
Only two of the recommended pre-qualifying courses got off the ground, one in north 
east London and the other in south east London (Brown, 1994). Students in each had 
to complete all requirements for the CSS, before some were allowed (subject to 
support from their employers) to opt for a further year's study to meet the remaining 
requirements for the nursing register. Few did so. Neither initiative survived major 
reforms in nurse and social work education. Two similar courses followed at 
Portsmouth (Evans and McCray, 1994) and South Bank universities, linking the new 
qualifying systems (Project 2000 for nursing and the Diploma in Social Work).
"Joint training" had entered turbulent waters, invoked, as some saw it at the time, as a 
political fix. Debate descended from the high ground of the relative merits of different 
models of care to an unseemly 'turf war'. Underlying arguments had more to do with 
remodelling the workforce than cultivating collaboration based on reciprocal respect 
between established professions. But what seemed to many of us who were involved 
at the time as an aberration can be seen, with hindsight, as a portent of arguments later 
for 'common learning' designed to create a more flexible workforce, with more 
permeable boundaries between professions, throughout health and social care.
Meanwhile, the Audit Commission (1986) had argued for common learning for a new 
community care profession. Core elements in Project 2000 for nursing (UKCC, 1986), 
said the Commission, might well be extended to all professions working in the 
community to create a basic grade "community care worker". This came to be seen by 
many professionals, according to Weinstein (1994), as a hidden agenda reinforced by 
subsequent calls for 'common learning'. Soon after, the University of Dundee was 
commissioned by the Scottish Office to develop distance learning programmes in
13 A broad-based social care qualification established in parallel with the Certificate of Qualification in 
Social Work (CQSW).
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community care for both health and social care workers at certificate, diploma and 
masters level (Dundee, 1990 & 1991). The certificate programme recruited well and 
was adapted for use in parts of England.
Scottish and National Vocational Qualifications
Shared learning had, as noted above, been established at paraprofessional level for the 
allied health professions and arguments advanced for comparable developments for 
community care had been partially implemented in Scotland.
Scottish and National Vocational Qualifications (S/NVQs) had been introduced to 
develop a more rational and responsive overall system designed to generate the skilled 
workforce needed to further national economic recovery (de Ville, 1986). They were 
extended into fields such as health and social care where some thought that their 
reductionist and mechanistic emphases sat uncomfortably (Hevey, 1992; Kelly et al. 
1990; Yelloly, 1992; Webb, 1992). Their introduction nevertheless proceeded quickly 
as a means to harmonise training for ancillary grades across health and social care 
with the support, or at least the acquiescence, of regulatory and professional bodies.
Suggestions that S/NVQs might gravitate upwards to the professional education level 
(Employment Department, 1995) set alarm bells ringing in health and social care 
(Barr, 1994b) and were not pursued. Had they been so, they would have prescribed 
for better or worse the framework within which "common learning" between the 
health and social care professions would have been promoted.
These six movements had nevertheless prepared the ground by the mid-1990s for the 
sweeping developments that were to follow.
Introducing IPE
Neither social work nor nursing described its collective movement as 
interprofessional, although the allied health professions were encouraged by the 
CPSM to regard theirs as such. Indeed, the CPSM developed the habit of referring to 
its own policies for IPE as if they were applicable also to professions beyond its 
jurisdiction. This generated some confusion.
IPE at the pre-qualifying stage may still have been generally regarded as a no-go area, 
but health and social care professions were learning together in ways that may well 
have contained elements of interprofessional learning, sewing seeds for its general 
introduction.
"Piecemeal endeavours" in shared undergraduate studies were being reported as early 
as the 1970s in Southampton, Liverpool, Newcastle, Manchester, Canterbury and 
Keele (Mortimer; 1979), although data were lacking to clarify whether these fell 
within the collective movements reported above or were primarily interprofessional. 
Subsequent initiatives (none of them listed by Mortimer) were, however, explicitly 
intra-professional or interprofessional.
In Salford, multiprofessional education was introduced into qualifying courses for 
occupational therapists, physiotherapists, radiographers and chiropodists (Lucas, 
1990) based on common skills, methods and learning needs (NHS Training 
Management, 1986) and employing problem based learning (Hughes and Lucas,
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1997). IPE was woven in, including learning about respective roles, multidisciplinary 
case studies and an open forum. Feedback confirmed that the course had informed 
participants about other professions' roles and responsibilities. Subsequent 
developments at degree level included teambuilding and the development of effective 
communication and co-operation between professions (Davidson & Lucas, 1995) 
although by then teachers reportedly had mixed feelings about such learning.
In Thamesmead, lunchtime meetings, half day seminars, joint home visits and a 
residential weekend were organised between 1976 and 1979 where students in general 
practice, nursing and social work on placement compared perspectives (Jacques, 
1986). Barriers to collaboration were identified and ways explored to overcome them.
At the Middlesex Hospital in London medical, nursing and physiotherapy students 
were required to spend two and half weeks together in the geriatric department 
(Beynon et al., 1978; Hutt, 1980). Although the aim was multiprofessional, i.e. to 
enable students to understand the principles of geriatric medicine, two objectives were 
interprofessional:
  To assess the needs of patients and make medical, nursing and physiotherapy 
plans to meet them;
  To outline the role of other disciplines involved in the care of the elderly in 
hospital and the community.
In Edinburgh, teachers at Moray House College of Education were exercised about 
the negative stereotypes held towards each other by students of the three professions - 
community workers, primary schoolteachers and social workers - at the outset of their 
courses which they found to be reinforced by the end. Staff acknowledged their 
responsibility to do something about this. They called upon theories from social 
psychology - notably the contact hypothesis (Allport, 1954) - to devise ways to 
enable each profession to get to know the others personally and professionally during 
a series of workshops. These included exercises in self-disclosure, games, role-play 
and debates. A series of initiatives were piloted and evaluated (McMichael and 
Gilloran, 1984; McMichael et al. 1984a; McMichael et al. 1984b).
In Bristol, similar initiatives between doctors and nurses (Carpenter, 1995), and 
between doctors and social workers (Carpenter and Hewstone, 1996) also invoked the 
contact hypothesis. Participants learned as equals in pairs and small groups. The focus 
throughout was on differences as well as similarities between their professions, while 
respecting each other's identities.
Separate though the Edinburgh and Bristol initiatives were, they spearheaded the 
introduction of theoretically based and rigorously evaluated interprofessional 
elements into qualifying courses.
Piecing together the picture
Early in 1996 Ross and Southgate (2000) mapped 'shared learning' between medical 
and nursing students at the qualifying stage, drawing on their respective professional 
and academic networks in nursing and medicine in preparation for two workshops 
under the auspices of CAIPE to:
  Clarify outcomes for each professional group to achieve through shared 
learning;
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  Consider models of innovation and good practice in shared learning;
  Discuss methods of implementation and strategies to overcome difficulties;
  Discuss and support future developments through a network.
Southgate wrote to 25 medical schools to enquire about activities or interest in shared 
learning between medical and nursing students. Ross telephoned 37 departments of 
nursing and midwifery associated institutionally with, or geographically near to, a 
medical school to enquire whether they were involved in such shared learning and, if 
so, who was leading it. Together, they found only three examples, two lapsed "pilots", 
"advanced plans" in four institutions and "plans" in a further eleven.
Findings informed the design and content of the workshops in 1996 and 1997. Each 
workshop mainly comprised pairs of medical and nursing educators from the same or 
nearby institutions with lead roles for shared learning. Twenty-three universities were 
represented.
Discussion generated consensus regarding the objectives for shared learning to:
  Improve patient care;
  Improve understanding of professional roles;
  Foster trust and enhance interprofessional working relationships;
  Maximise use of resources;
  Improve communication.
There was also consensus regarding the following topics for such learning:
  Epidemiology/population health/health promotion;
  Health care ethics;
  Critical appraisal skills;
  Clinical skills;
  Decision making and care planning.
Challenges included:
  Organisational commitment to strategic leadership;
  Moving from pilots to mainstream activity;
  Moving from options to core curricular components;
  Moving from softer areas to high technology medicine and surgery.
Among the curricular challenges identified were balancing student numbers and 
defining learning outcomes appropriate to students with varying academic attainment.
Lynn Smith (1998) canvassed organisational members of CAIPE and training 
consortia towards the end of 1997 in response to a request from the Health Education 
Authority to identify pre-qualifying IPE initiatives deemed to be "good" or 
"effective", with particular reference to health promotion. Her enquiries 
(supplemented by her knowledge of the field as Director of CAIPE) generated 106 
responses, which enabled her to identify 45 qualifying programmes including more 
than one profession in the student group. Of these, five were at an advanced stage of 
preparation, but had not yet taken their first intakes.
Of the 45, 30 gave knowledge and understanding of collaboration as their prime
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objective and six gave enhanced patient health care. Other objectives mentioned 
included: team working; skill transfer; creating multi-skilled workers; sharing 
evidence and practice; and optimising the use of resources.
Students from the 45 programmes were preparing to enter the following professions 
(with the number of sites given in brackets): medicine (16); nursing (30); social work 
(16); allied health professions (27); management (8); dentistry (3); education (4); 
psychology (5); health sciences (7); and others (11).
The number of students varied widely. Sixteen programmes catered for between seven 
and 30 students, a further seven for groups of between 100 and 500.
Smith selected six sites as case studies 14 . Further information was elicited by 
telephone from another 15 universities regarding similar initiatives 15 . Other higher 
education institutions were also identified that provided combined studies between 
professions, but not contacted. 16 She also obtained information from NHS Trusts and 
related organisations. 17 None of these programmes made explicit reference to health 
promotion, which lay at the heart of the original request to CAIPE from the HEA.
Bournemouth University: BSc Health Sciences for nursing, social work and PAM students; 
University of Southampton: interprofessional workshop on palliative care medical and nursing 
students, and on the care of the elderly for medicine, nursing, occupational therapy, physiotherapy, 
podiatry and social work; University of North London: BSc Applied Social Sciences (social values 
module) for social work and health professions' students; De Montford University, Leicester: BA 
Hons. Health Studies (research methods module) for administration, audit, education, nursery nursing 
and nursing students; University College, Suffolk: diploma in learning disabilities for social work and 
nursing students; Cheltenham & Gloucester College of Higher Education: communications module for 
nursing and social work students.
Anglia Polytechnic - operating department practice; Bradford: shared studies (unspecified) for 
physiotherapists and radiographers; Brighton (Eastbourne) - shared modules (unspecified) for podiatry, 
physiotherapy, occupational therapy and nursing; City - one-day course in clinical skills for medical 
students and recently qualified nurses; Coventry - shared modules in welfare, health and inequalities 
for health sciences, social work, social welfare and PAM students; Liverpool - case studies and shared 
modules in physiology, research and statistics for seven professions; King's College London - 
interactive groups between medical and nursing students to improve understanding; St George's 
Medical School, London - learning in pairs for medical and nursing students; Nottingham - case based 
learning between nursing and medical students; Oxford Brookes - shared modules on research, ethics 
and social issues; Sheffield Hallam - shared modules (unspecified) for nursing, occupational therapy 
and social work students; South Bank - learning disabilities for nursing and social work; West of 
England - core skills, including research and understanding social context for health sciences for 
nursing, PAM, social work and sociology students; Westminster - healthcare management course for 
health sciences, management, nursing and PAM students; York - shared clinical supervision for 
education, nursing, management and PAM students..
16 Derby, John Moores (Liverpool), Reading, Leeds with Leeds Metropolitan universities, plus King 
Alfred's College (Winchester).
Exeter Primary Care Audit Group - audit courses including aims to improve communications and 
teamwork for undergraduate ad pre-registration students; City and Hackney NHS Trust - key worker 
course, focusing on mental health, for management, nursing, social policy, social work, PAM and 
psychology students; South Manchester University Trust - problem based learning to develop 
teamwork for pharmacy and medical students; Hull and Holderness Trust- research awareness course 
for art therapy, nursing, PAM, management and health science students.
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Smith's report was not released. Nor (as best I can recall as a member of her Steering 
Group) was permission obtained to publish findings from her interviews with students 
and staff and her observation of teaching. I have therefore restricted this summary to 
the facts. But the determination with which she tracked down every lead provides the 
best possible snapshot, short of conducting an exhaustive and costly survey for which 
resources were not available. Many of the universities and colleges also volunteered 
information about work in hand to develop additional IPE initiatives, conveying the 
sense of momentum gathering pace by the end of the thirty years under review.
On Reflection
Antecedents for IPE at the qualifying stage were complex, confusing and 
sometimes contested, giving credence to protestations that it was better left 
until the post-qualifying stage. The mould was nevertheless broken and the 
ground prepared for subsequent developments. Lift-off was apparent by the 
end of the years under review, ahead of government policies that were to 
follow for the universal adoption ofpre-registration IPE for all the health and 
social care professions.
47
Chapter 7 
Reviews and Surveys
Chapters 5 and 6 included summaries of findings from reviews ofIPE at the 
pre-qualifying and qualifying stage respectively. This chapter summarises 
those from more broadly based reviews and surveys of IP E for health and 
social care regardless of stage or setting, conducted or commissioned by 
government departments, the ENB, CAIPE and the Committee of Vice 
Chancellors. All have methodological limitations. None can be singled out as 
more authoritative than the others, but together they provide the best available 
picture ofIPE at much the same time.
Reviews for Government
The Department of Health commissioned the Scottish Council for Research in 
Education, with the universities of Dundee and East Anglia, to ascertain the extent of 
"multidisciplinary education" throughout the UK. The review by Pirrie et al. (1997, 
1998 a&b) employed qualitative methods ill-suited to meet the Department's 
expectation, but illuminating. They interviewed organisers and students from ten 
interprofessional courses and practitioners in two contrasting settings. Neither 
teachers nor students universally welcomed moves to break down barriers between 
professional education programmes, many finding it difficult to hold the tension 
between retaining unique areas of knowledge and skill and sharing overlapping areas.
Nevertheless many of the course organisers interviewed saw a direct correlation 
between a satisfactory experience of learning with other professions and working 
together effectively in teams. Anecdotal evidence from the study suggested that IPE 
enhanced personal and professional confidence, promoted mutual understanding 
between professions, facilitated intra- and interprofessional communication, and 
encouraged reflective practice. Respondents thought, on balance, that such education 
had more impact at the post-registration than the pre-registration stage. Logistical 
factors inhibited "multidisciplinary" courses, especially at the pre-registration stage. 
Initiatives were often ad hoc. An "over-arching strategic vision" was critical to sustain 
development in the long-term.
The Welsh Office commissioned CAIPE and City University (Freeth et al., 1998; 
Tope, 1998) to identify the way forward for IPE in Wales, and to review current IPE 
activity and an analysis of factors that promoted or impeded effectiveness. The review 
comprised four stages: the identification of plans for IPE in the Principality; an 
analysis of the perceived effectiveness of interprofessional courses; issues affecting 
students and staff; and testing options for future development. Methods included 
questionnaires to NHS Trusts, social services departments and CAIPE members to 
identify interprofessional courses. Seven case studies were based upon analyses of 
records, interviews and focus groups. Courses included were anonymous by prior 
agreement. The reports called for longitudinal research to evaluate outcomes.
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A Review for the ENB
Miller et al. (1999 & 2001) conducted a review for the ENB of nurses' collaboration 
in practice and implications for IPE, based on case studies, a survey of educational 
institutions and interviews with NHS Trusts managers. They found that very little 
multiprofessional education in universities was addressing interprofessional issues. 
Common curricula had been established to reduce duplication, not to utilise and value 
professional differences. They stressed the importance of IPE during pre-registration 
courses to prepare students for teamwork.
The CAIPE Surveys
C AIPE commissioned the Institute of Community Studies to conduct a survey of IPE 
throughout Great Britain (i.e. the UK excluding Northern Ireland). The researchers 
(Shakespeare et al., 1989) found 695 examples of IPE. Just 2% were at undergraduate 
level, 18% during post qualifying training and 83% during continuing professional 
development. Most were brief. Over half lasted less than a day with over a quarter 
between two and four days. Very few were longer. Topics covered included child 
abuse, teamwork, AIDS, mental health and learning disabilities.
CAIPE conducted the second survey itself during 1994, covering the whole of the UK 
(Barr and Waterton, 1996). It was designed to replicate the first, but that was 
frustrated by a markedly lower response rate. The survey nevertheless found 455 
examples of IPE. Three quarters of these were at the post-experience stage, most 
lasting between two to five days, with a third lasting less than two days. Topics 
covered were life stages from maternity to palliative care, chronic illnesses, 
collaboration, community care, counselling, disabilities, education and training, 
ethics, management and mental health. Health Authorities or Trusts instigated most of 
them in association jointly with either colleges or universities or local authorities. The 
number of participants per initiative ranged from eight to fifty. Community nursing 
groups made up the largest category followed by medicine, professions allied to 
medicine and social work, in that order. Learning was assessed in over half of the 200 
initiatives lasting more than two days. Satisfactory completion often carried credit 
towards certificates, diplomas and degrees.
Methodology for both these surveys was constrained by resource availability. They 
solicited information from respondents thought likely to know of IPE initiatives. 
Neither survey had enough resources to canvass all relevant universities and training 
agencies. Each painted an illuminating picture, but was unable to estimate the overall 
incidence of IPE.
A University Survey
The Committee of Vice Chancellors and Principals (now Universities UK) (CVCP, 
1997) found that 54 of 77 higher education institutions with courses for health 
professions offered some "shared learning", of which 13 were at undergraduate level 
and 30 at both undergraduate and postgraduate level. Twenty-four institutions had 
plans to expand shared learning in response to the expectations of NHS purchasers, of 
which 20 said that they were influenced by the need to prepare students for teamwork. 
Nine were planning modules in interprofessional skills, including communications. 
Twenty-five regarded shared learning as more cost effective than uniprofessional 
learning.
49
These data suggest a higher incidence of IPE at the qualifying stage than found three 
years previously by the second CAIPE survey, but differences in methodology 
preclude strict comparison, while the term "shared learning" is more inclusive than 
"interprofessional education".
On Reflection
Reviewing and surveying IPE has always been difficult: it has become more 
so. Many IPE initiatives are ephemeral, soon rendering findings out of date. 
Some work based initiatives are discrete enough to identify and quantify, but 
many are woven into the fabric of everyday working life and go unrecognised 
as IPE. Similarly, some university-based initiatives are free standing and can 
be counted, but many as reported in chapters 5 and 6, are woven into the 
fabric ofuniprofessional and multiprofessional education. The pace, scale and 
complexity of recent developments signals clearly that any future reviews and 
surveys of IPE would need to command much greater resources if they were 
to identify the large number of initiatives 'out there' and distinguish between 
interprofessional from multiprofessional and uni-professional components. 
The return on that investment is questionable. Resources might be better 
directed towards selective qualitative reviews and the evaluation of particular 
initiatives.
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Chapter 8
Then and Now
Foundations had been laid by 1997 for the implementation of policies that 
were to follow for career-long IPE for all health and social care professions. 
This concluding chapter summarises the progress made and anticipates work 
soon to be put in train to bring the picture up-to-date.
Nineteen ninety seven was a watershed in the history of IPE in the UK as an incoming 
government installed it as a central plank in its workforce and training strategies to 
modernise health and social care. If that seemed like a bridge too far to some amongst 
an older generation of interprofessional exponents (who deserve credit for much of 
progress recorded in these pages) a younger generation embraced the new agenda 
with alacrity, although questions were to persist about the compatibility of different 
agenda.
Foundations for many, but not all, of the reforms that were to follow had already been 
laid. IPE was no longer exclusively a bottom up, grass roots movement. It had 
responded effectively to successive steers from previous governments, their agents 
and independent central bodies.
Nationwide IPE programmes had been launched successfully. Some had been 
sustained over a number of years, although most remained local and ephemeral, over- 
dependent upon their champions and 'funny money', and essentially insecure on the 
margins of professional education where they were vulnerable to budgetary cuts. 
Leadership was heavily reliant on the young-old, cushioned by their pensions if and 
when fees ran dry, or willing to support the interprofessional cause as volunteers. 
Nowhere was this more apparent than in CAIPE although the all too short period 
during which it enjoyed secure core funding enabling it to appoint a full-time Director 
demonstrated beyond doubt what could be achieved.
Many UK initiatives were still isolated and insular. IPE was compartmentalised by location 
at work or in college, by stage in professional maturation and by field of practice. 
CAIPE, alone at that time, tried to embrace these separate elements as a coherent 
whole, to construct a single edifice informed and guided by core interprofessional 
principles and generate opportunities to exchange experience.
Work-based and post-qualifying IPE initiatives still far outnumbered pre-qualifying. 
Enough examples of the latter had been launched, however, to provide a foundation 
upon which to build in later years although their aims, form and content differed 
markedly. At the same, time, IPE in universities and colleges had become embedded 
in uniprofessional and multiprofessional education. This created opportunities, but 
also left IPE exposed and vulnerable to the vicissitudes of professional education.
Opportunities were developing to exchange experience within the UK and 
increasingly with other countries. The latter received a fillip when the first major
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international interprofessional conference was held in London in 1997, followed by 
steps to extend the scope of the Journal of Interprofessional Care worldwide.
IPE had come by then to be seen as a field of education for which teachers and 
'facilitators', albeit building on their experience as adult educators, needed additional 
preparation. Models for such preparation had been tried and tested over a sustained 
period, for different fields of practice in different parts of the UK.
IPE had become better documented and more accessible through the professional and 
interprofessional journals and bulletins. Descriptions of IPE initiatives had become 
more widely available, interlaced with a growing number of evaluations. Systematic 
reviews had yet to arrive, but attempts had been made to collate IPE evaluations. If 
the literature remained uneven, I venture to suggest as an editor that it was improving.
I have already started work to record in similar vein developments in IPE in the UK 
from 1997 to 2007, now that many of the sources are to hand, encouraged once again 
by the Higher Education Academy: Health Sciences and Practice Subject Centre and 
by promises of support from a new generation of colleagues. More than an update, 
'part two' will set IPE in the context of government policy for the modernisation of 
the health and social care services, workforce and educational systems, taking into 
account major strides during the past decade towards securing the value, theoretical 
and evidence bases for interprofessional teaching and learning. Parts one and two 
together will inform a critical analysis of the 'state of the art' of IPE in the UK from 
historical and contemporary perspectives.
On Reflection
Each succeeding generation of interprofessional exponents has been driven by 
the conviction that they were working at the cutting edge of pioneering 
endeavour. Each - none more so than today's - has indeed faced new 
challenges as IPE has extended into ever-widening fields for ever more 
professions, addressed additional objectives, extended its repertoire of 
learning methods, secured its theoretical foundations and come under 
increasingly critical scrutiny. Let that be the spur for the magnitude of the task 
that remains even though the record reveals that much the same challenges 
had constantly been revisited in time and place.
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Appendix A 
Signposts and Milestones
1966 Kuenssberg convenes first reported interprofessional workshop.
1969 Seebohm report recommends generic education for social work.
1970 Oddie report recommends joint courses for ancillary grades to the allied health 
professions.
1972 Colwell report recommends joint training for child protection.
1973 MacMillan report recommends joint studies for the allied health professions. 
1979 Nottingham conference reviews progress in promoting IPE.
1982 GNCs/CCETSW Working Party recommends joint qualifying training for 
mental handicap nursing and social care.
1983 GNCs/CCETSW Working Party recommends joint post-qualifying training for 
mental handicap nursing and social care.
1986 UKCC launches Project 2000.
1986 Audit Commission calls for common learning for a new community care 
profession.
1986 Exeter University launches its multiprofessional masters' programme.
1987 CAIPE Founded.
1987 Interact founded in Scotland.
1988 Acheson report recommends schools of public health for MPE.
1989 First CAIPE survey of IPE published.
1990 South Bank Polytechnic launches the first interprofessional masters' 
programme.
1995 Second CAIPE survey of IPE published.
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1996 National Council for Hospice and Palliative Care recommends MPE.
1997 CVCP survey of IPE published.
1997 SCOPME Working Party published.
1997 Sainsbury Report recommends common studies for mental health professions.
1997 The UK hosts first international 'All Together Better Health' Conference
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Appendix B
CAIPE and its Contribution
Proposals to establish a nation-wide centre to promote and develop interprofessional 
education were generated following a conference held in Enfield, North London, in 
1983 organised by a GP (Michael Carmi), a nurse (Valerie Packer) and a social work 
teacher (Ann Loxley). Together, they had been jointly running interprofessional short 
courses during the previous three years for GPs, nurses and social workers (Border, 2003) 18 .
Dr John Horder, who had recently retired as a GP and completed his term of office as 
President of the Royal College of General Practitioners, agreed to take a lead role. He 
became the first chairman of the Centre for the Advancement of Interprofessional 
Education in Primary Health and Community Care (CAIPE). A steering group was 
convened, which met at the King's Fund College from 1984 to 1987. It organised 
three conferences which helped to establish a vision, first, that health and social care 
required a greater degree of collaboration from professionals than had been evident 
hitherto and, second, that effective collaboration would be enhanced by IPE.
CAIPE was to be neutral between professions, independent of government and 
regional in structure with a national co-ordinating Council on which each region 
would be represented. The need for funds was recognised from the outset to establish 
and maintain a central office with paid staff to carry out executive work on behalf of 
the Council.
Its aims were to:
  Foster and improve collaboration in the interests of effective services for 
patients and clients;
  Promote research and development in interprofessional education for practice 
in primary health and social care.
Inter alia, it would:
  Co-ordinate IPE activities;
  Facilitate exchange of information;
  Promote research;
  Develop opportunities for IPE;
  Strengthen the interprofessional perspectives of the training bodies of 
individual professions.
CAIPE held its inaugural Council meeting in 1987, with 28 members present drawn 
from medicine, nursing, social work and education. The meeting was chaired by Lord
18 This chapter calls extensively on the recollections of Dr John Horder CBE during his years and 
Chairman and President of CAIPE and subsequently.
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(Michael) Young and addressed amongst others by Julia Cumberlege (later Baroness 
Cumberlege and a Health Minister). Interprofessional collaboration, she observed, 
was marked by rhetoric and well-worn cliches, but few primary care teams in her 
experience were working really well. Patients should be impatient in their demands 
for better service. Interprofessional education, she said, had the potential to 
"strengthen the very essence of care" (Leete, 1990).
The conference received the report of a survey commissioned by CAIPE from the 
Institute of Community Studies reporting IPE initiatives throughout Great Britain (i.e. 
excluding Northern Ireland) (Shakespeare et al., 1989). CAIPE conducted a follow up 
survey itself during 1994 covering the whole of the UK (Barr & Waterton, 1996) (see 
Chapter 6). It had by then also commissioned the University of Nottingham to 
interview opinion leaders in IPE throughout the UK (Barr, 1994), to identify and 
record examples of evaluated IPE (Barr & Shaw, 1995) and conduct a local review 
(Shaw, 1995).
The first CAIPE Bulletin appeared in January 1990, by which time the Centre had 
obtained £20,000 from the Department of Health and a further £20,000 from the 
King's Fund, with a view to setting up an office.
The first office was located in the London School of Economics in 1991. Soon after, 
Dr Patricia Owens, with a background in nursing, social work and the social sciences, 
took up post as the first Director (part-time). She organised a series of successful 
conferences, one in the School, two at Cumberland Lodge in Windsor Great Park, one 
at Magdalene College, Cambridge, and another in London at the King's Fund jointly 
with the Marylebone Centre Trust and the Open University. Speakers at these 
conferences included Sir Roy Griffiths, then Deputy Chairman of the NHS Executive, 
and Dr Donald Schon from the United States, whose writing about reflective practice 
was attracting much interest in UK interprofessional circles. After two years the need 
for CAIPE to contribute financially to the School could not be met and Dr Owens 
resigned as Director in 1994.
CAIPE had become a Charitable Trust in 1992 with Dr John Horder (the Chairman) 
and Baroness Cumberlege and Robert Maxwell of the King's Fund amongst the 
trustees who carried financial responsibility for the running of the Centre. The 
Council became an advisory body meeting less frequently, but appointed a small 
executive committee that met almost every month. These arrangements continued 
until 1997. when CAIPE became a company limited by guarantee whilst remaining a 
registered charity.
CAIPE relocated in 1994 to Open University premises in London's Gray's Inn Road. 
Lonica Vanclay was appointed as Director in March of that year. Her background was 
in social work, having recently practised with children from homeless families. For 
the first time CAIPE had a full-time Director, thanks to substantial funding by the 
Department of Health amounting to £36,000 in the first year, £24,000 in the second 
and £12,00 in the third, declining year by year on the assumption that it would 
gradually become self-supporting.
Free for a time from pressures to raise funds, Lonica Vanclay did much to raise 
CAIPE's profile, to prepare and publish regular Bulletins packed with information
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about interprofessional policy, practice and education, and to launch national and 
regional groups. She also convened national seminars. One was about the evaluation 
of IPE, which complemented her work with Professor Charles Engel on audit and 
evaluation (Engel & Vanclay, 1997). Others were about pre-qualifying IPE, which 
was attracting increasing interest.
Sir Michael Drury, who had succeeded Dr John Horder as Chairman in 1994, 
concentrated his energies on mobilising support for CAIPE, including funds, from the 
larger professional organisations in exchange for promises of representation on the 
Council, but with limited success. Sir Michael and Lonica Vanclay both resigned in 
1997 to be succeeded by Professor lan Cameron as Chairman and Lynn Smith as 
Director.
By the end of its first ten years and despite fluctuating financial fortunes, CAIPE had 
become the focal point for IPE in the UK and beyond and a source of expertise on 
which to call as IPE gained momentum.
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SUMMARY
Professions work better together when they learn together thereby improving 
the quality of care for service users. That is the proposition, a proposition as 
seductive as it is simple. The reality is more complex. Interprofessional educa- 
tion can have a direct and positive impact on the quality of care, but its 
benefits can also be diffuse and indirect defying easy evaluation. It takes 
many forms with many objectives, mostly interim, that may, under favourable 
conditions, contribute towards better care.
Much has been learned about different types of interprofessional educa- 
tion arid their outcomes during the 30 years since it took root (Barr 1994, 
2002; Barr et al 1999; Freeth et al 2002). Much has also been demanded 
which, depending on your point of view, complements or competes with the 
original proposition.
This chapter-unpacks interprofessional education, selecting examples, each 
with a different objective and making a different contribution.
THE WORLD HEALTH ORGANIZATION
A seminal report from a World Health Organization workshop advocated 
shared learning to complement profession specific programmes. The report 
stated that students from different health professions should learn together 
during certain periods of their education to acquire the skills necessary for 
solving the priority health problems of individuals and communities known 
to be particularly amenable to teamwork. Emphasis should be put oirleam- 
ing how to interact with one another, community orientation to ensure 
relevance to the health needs of the people and team competence (WHO 
1988).
Deliberations in Geneva were informed by those in Copenhagen where 
delegates at a previous WHO workshop had argued that students from 
health professions with complementary roles in teams should share learning
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to discover the value of working together as they denned and solved problems 
within a common frame of reference. Delegates argued that such learning 
should employ participatory learning methods to modify reciprocal attitudes, 
foster team spirit, identify and value respective roles, while effecting change in 
both practice and the professions. This approach would support the devel- 
opment of integrated health care, based on common values, knowledge and 
skills (d'lvernois and Vodoratski 1988). 
These reports set seven expectations for interprofessional education:
  To modify reciprocal attitudes
  To establish common values, knowledge and skills
  To build teams
  To solve problems
  To respond to community needs
  To change practice
  To change the professions
Each of the following examples focuses on one of these expectations. 
Modifying reciprocal attitudes
Teachers at Moray House in Edinburgh found that students entering 
community work, social work and primary school teaching were more 
prejudiced by the end of their courses than at the beginning. The col- 
lege tried to modify those attitudes by helping students to bypass the 
need for stereotyping as the means by which each group defined the 
others. More contact, providing opportunities to identify similar 
attitudes, would, teachers believed, lead to mutual approval. To that 
end, three shared learning programmes were put to the test, each with 
different students.
The first offered placements to student teachers in community or 
social work settings, and to student community and social workers in 
schools. This programme was not evaluated. The second comprised a 
common course in social psychology organised around small and large 
groups. Workshops created opportunities for interaction. Each required 
the students to complete a questionnaire, repertory grid or rating scale 
to expose their thoughts to each other. They discussed ethical issues, 
competed in games and engaged in role play. Comparing before and 
after responses to questionnaires found that student teachers became 
more favourably disposed to the student community and social workers, 
but that this was not reciprocated..The third programme also comprised 
a series of workshops, including tutorial groups with between two and
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four students from each profession. Groups discussed a case study and 
videos about communication problems and the management of con- 
flict Members also took part in an exercise on work priorities and a do- 
it-yourself collaborative project. Again, student teachers changed most, 
showing greater awareness of how social workers could help them in 
their work, although this did not extend to community workers. For 
their part, student community and social workers remained critical, of 
primary education, but became more alive to some of the teachers' 
frustrations.
(McMichael and GDloran 1984; Barr and Shaw 1995)
Other early initiatives in interprofessional education also focused on modify- 
ing reciprocal attitudes and perceptions (Hasler and Klinger 1976: Jones 
1986; Carpenter 1995a, 1995b; Carpenter and Hewstone 1996) in the belief 
that overcoming ignorance, countering prejudice and correcting negative 
stereotypes would overcome resistance to collaboration- 
Some, like Moray House, invoked the 'contact hypothesis' (Tajfel 1981). 
which holds, in its simplest form, that contact enhances mutual respect and 
understanding. This hypothesis was applied in the USA to test whether con- 
tact between members of different ethnic groups improved race relations. 
Findings were disappointing. Familiarity alone, it seemed, did not necessarily 
lead to hiring (Zajonc 1968). Much depended on the quality of the inter- 
action. Even then, other factors may negate positive influence (Berkowitz 
1980).
The implication for interprofessional education is clear. The learning 
needs, according to Hewstone and Brown (1986), to create opportunities for 
rewarding interaction between students in their respective professional roles 
with equality of status, positive expectations and a cooperative atmosphere, if 
mutual understanding is to result.
The risk remains that exposing one group to another may serve only to 
confirm prejudices and stereotypes. Attitudes and behaviour unacceptable to 
others, deficits in knowledge and skill, weaknesses in professional codes and 
disciplinary process, all or any of these may be exposed with implications for 
the governance of the professions, their regulation and education, which 
students and teachers can do little or nothing to resolve.
Nor can there be any certainty that removal of prejudices and negative 
stereotypes, if and when achieved, wfll unlock the door to better collabor- 
ation. Much depends on whether the working climate is conducive and 
whether the student has been equipped with the necessary knowledge and 
skills.
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Establishing common values, knowledge and skills
The University of Birmingham launched a part-time mental health 
programme in 1997 open to community psychiatric nurses, occu- 
pational therapists, psychologists, psychiatrists, social workers and 
others. Students are encouraged to come in pairs or small teams from 
health and social service districts in the region. The programme leads to 
a postgraduate certificate or diploma after one year, and to a master's 
degree following a further year of supervised research.
The aim is to give practitioners from all these professions a common 
skill, knowledge and value base. The curriculum includes modules on 
the philosophy, policy, practice and ethical and legal framework for 
community care, training in psychosocial interventions and interagency 
working. The focus is on severe and enduring mental health problems 
with an emphasis on user participation. Values taught include anti- 
racist and anti-oppressive practice, user-centred decision-making, 
social inclusion and support for families and peers.
Service users have taken part in the appointment of staff, including 
the programme director, curriculum development, teaching and par- 
ticipation as students.
Early findings from the evaluation focus on the impact of the 
programme on attitudes to community care for people with mental 
health problems and professional stereotypes (the latter being the more 
interesting in this context).
Students in the first two cohorts identified strongly with their own 
professions, although Jess so over time. But they identified more 
strongly with their teams than with their professions. Reciprocal 
perceptions were revealing. Psychiatrists and psychologists received 
significantly higher scores from other groups for academic rigour and 
leadership skQls, and social workers for interpersonal skills. Com- 
munity psychiatric nurses (CPNs) and occupational therapists (OTs) 
were rated significantly lower for leadership and academic rigour. 
CPNs, however, scored relatively high on interpersonal and practical 
skills and OTs highest on practical skills.
No significant changes in attitude were noted during the programme, 
from which the researchers concluded that the programme had had no 
effect on professional stereotypes. They offered two explanations 
Either stereotypes were reinforced in day-to-day contact with col- 
leagues in the workplace, or conditions necessary for disconfirmation of 
stereotypes were not sufficiently present in the programme. Other find- 
ings add credence to the latter. The atmosphere had indeed been con- 
ducive to co-operative rather than competitive learning, and students
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had worked together as equals, but opportunities had been lacking 
to explore differences as well as similarities between professions. 
Conditions necessary for the contact hypothesis to take effect had not 
therefore been fully met.
(Barnes et al 2000a, 2000b)
These findings highlight the risk that programmes designed to reinforce 
common values, knowledge and skills may inadvertently underplay differ- 
ences, limiting opportunities for interactive learning and missing opportun- 
ities to effect attitudinal change. The programme was postgraduate, but the 
findings have major implications for undergraduate studies in the UK 
where much emphasis is currently put on common rather than comparative 
curricula (Department of Health 2000).
Common learning introduces common concepts employing a common 
language, which can lay foundations for collaborative practice, yet fail to 
obviate the barriers. Value is added, according to leading exponents of inter- 
professional education, when learning is also comparative and interactive 
(Barr 1994).
Team-building
The University of British Columbia piloted a two-day interprofessional 
team experience for senior students from nine different undergraduate 
health care and human service programmes. Content included the pur- 
pose of interprofessional teams, group dynamics, team communica- 
tions, multiple professional paradigms, and team management. 
Methods were interactive, emphasising reflection upon insights 
gained from the learning experience rather than the acquisition of 
programmed knowledge and focusing upon professional roles and 
expertise, communication, conflict resolution and team issues.
The first of two exercises was a competition between four teams of 
mixed professions to build a model from Lego blocks. Lest that seem 
too easy, the model that they had to copy was abstract and each team 
given the necessary parts, but in different colours from the original. The 
object was to provide students with a common experience base in apply- 
ing teamwork concepts and tools. Each team member was assigned a 
different role. 'Project managers' were given different instructions 
(unbeknown to each other), based upon different organisational design 
philosophies. This enabled lessons to be learned during the debriefing 
about the different approaches taken from different theoretical perspec- 
tives. The learning-based team outperformed the traditional, value and 
process-based teams. Flexibility proved to be the key to success.
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The second method developed team responses to needs identified in 
two half-page case studies chosen to create opportunities to demon- 
strate the effectiveness of interprofessional team working. Members 
were assigned to roles and expected to assess team performance and 
clarify delegation through 'responsibility charting'. Teams were more 
comfortable, and exchange of ideas more efficient, during the second 
case study.
The workshops were oversubscribed, helped no doubt by the decision 
to pay $100 to students who participated on both Saturdays (chosen to 
avoid time tabling problems), but feedback suggested that many would 
have attended anyway. Recruiting teachers (with no extra pay) was more 
difficult. Students were unanimous in their praise for the workshops 
and the relevance of learning to practice, although all made suggestions 
for improvement Follow up six months later confirmed that students 
had found the workshops helpful, notably hi demonstrating the value 
of interprofessional collaboration and understanding the roles of other 
professions, although some had had a hard time implementing what 
they had learned.
(Gilbert etd 2000)
Few examples of team-building per se can be found in the interprofessional 
education literature for health and social care. Some question whether skills 
training is necessary for teamworking, believing that once autonomy, equity 
and mutual respect is established between professions, a team will develop its 
own way of working and learning effectively together (SCOPME 1999). That 
view seems to be reflected in a preference for team development rather than 
team-building, where teamwork is reinforced as members engage in activities 
designed to improve services or resolve problems (Barr 1994).
Undergraduate education for the health professions has been criticised in 
the UK for failing to prepare students for teamwork (Miller et al 1999). 
Rectifying that omission is a high priority, but collaboration cannot .be wholly 
contained within teamwork. It also includes co-working and networking 
beyond the bounds of a team, however defined, as well as collaboration 
within and between organisations and with service users, their carers and 
communities (Secretary of State for Health 2000). Teamwork may have once 
been a sufficient organisational framework for interprofessional education, 
but no longer.
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Solving problems
Undergraduate programmes in physiotherapy, prosethics, orthotics and 
diagnostic radiography at Salford University incorporated three inter- 
professional modules. One of these entitled Teople in Society5 had 
three themes: social structure, health and the NHS. Problems were pre- 
sented for students to discuss, for example: 
! "The population's mean age is increasing and changing the pattern 
of health and illness in the community. Explain the phenomenon in 
terms of healthcare delivery.'
Each assignment followed the seven stages of problem-based 
learning:
  clarifying terms and concepts
  defining the problem
  analysing the problem
  making a systematic inventory of the explanations that emerge 
from the analysis
  formulating targets for learning objectives
  acquiring knowledge in relation to the learning need
  synthesising and checking the newly acquired information and 
knowledge
The students identified areas in which they lacked information and 
understanding, and decided how these deficits could best be made 
good. They then engaged hi a variety of independent learning activities, 
which helped them to explore the constructs, issues, theories and mech- 
anisms involved. The results were brought back to the group for further 
discussion to elaborate the problem and its implications.
Ninety percent of students agreed that interprofessional learning 
objectives had been met during the problem-based learning. These 
covered: interaction, co-operation, sharing of knowledge, appreciation 
of values, effective communication, listening to others, reflection and 
respect for others' contributions.
(Hughes and Lucas 1997)
Problem-based learning (Barrows and Tamblin 1980) is perhaps the most 
widely used interprofessional learning method, drawing on its worldwide 
application in community-based medical education, but it is one of many 
(Barr 1996). Other learning methods also involve participants in joint investi- 
gation to effect change, such as collaborative enquiry developed by Reason
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(1988, 1994); as applied to interprofessional learning by Glennie and Cosier 
(1994); and continuous quality improvements (see below).
Practice-based learning is held to.be essential (Bartholomew et al 1996) 
and can take many forms: observational study (Likierman 1997), shadowing 
(Reeves 2000), cross-professional placements (Anderson et al 1992} and 
experience on training wards (Freeth and Reeves 2002: 116-38; Reeves and 
Freeth 2002).
There is much that teachers can do in the classroom to complemem 
practice-based learning by stimulating exchange between the professions 
(debates and case studies) and simulating collaboration in practice through 
role play and games. Skills labs simulate practice (Nicol and de Saintonge 
2002). So, in a very different way, do experiential groups, like those during the 
Tride and Prejudice' workshop organised by the University of Westminster 
in conjunction with the Tavistock Institute that approximate to interprofes- 
sional, interagency and intersector work settings (University of Westminster 
2001).
Opting for just one method is needlessly restrictive. Imaginative teachers 
ring the changes to enliven learning and to respond to different needs ia 
different ways. Methods can also be combined, as the next example illustrates.
Responding to communities
Groups of pre-registration medical, nursing and social work students in 
Leicester interviewed patients in deprived neighbourhoods, and repre- 
sentatives of three key agencies involved in their care. The aims were to 
enable students to understand health hi the wider context of society, to 
appreciate the range of professions. involved, to develop practical 
understanding of inequalities in health and to learn about the diversity 
of common health problems seen in primary care. Objectives included 
the application of sociological concepts and theories, the analysis of 
user-centred care and the assessment of models of health care, taking 
into account strategies adopted by the Leicester Health Action Zone.
Students assessed not only patients' medical problems, but also the 
impact of physical, emotional, social and economic factors. They then 
returned to their study base to discuss and interpret their learning with 
tutors, followed by an interview with a front-line worker involved with 
the case before visiting the selected agencies in a subsequent session. 
Each, group presented its case to an invited audience of community 
workers, health and social care workers, public sector managers, policy 
makers and fellow students where members are questioned and 
challenged. 
The learning leant heavily upon shared problem-solving strategies as
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a means to increase understanding of roles and responsibilities of other 
professions and to highlight the need for teamwork.
Eghty-six percent of the students who completed a follow-up ques- 
tionnaire said that they had found the experience enabled them to 
understand the importance of inter-agency collaboration for 
regeneration.
(Leicester Warwick Medical School 2001)
This project had been introduced initially for medical students and drew on 
the development of community-based learning hi medical education (see, for 
example, Thistlewaite 2000).
The methodology generates a practice-led curriculum that incorporates 
team development, observational study and problem-based learning building 
to acquire individual and team competencies (Barr 1998; Alien and Pickering 
2001).
Changing practice
The NHS funded three projects hi the southwest of England to develop 
new models of interprofessional teaching and learning intended to 
improve education, practice and patient care. The projects operated as 
a collaborative, exchanging experience, working together to resolve 
problems and accounting to the same Board.
In Avon, Somerset and Wiltshire experienced practitioners joined 
action learning sets to make care for people with cancer more sensitive 
and more responsive by understanding the lived experience of service 
users, employing a continuous quality improvement cycle.
Bournemouth University co-ordinated a programme that placed ser- 
vice users at the centre of health improvement in three locations. In 
Andover, the focus was upon improving support for parents of young 
children, in Dorchester upon improving care for acutely ill elderly 
people in hospital and in Salisbury upon improving community mental 
health care. All comprised action learning sets, employed continuous 
quality improvement and involved service users.
In Plymouth, the project focused upon skills required to work inter- 
professionally with people who had severe, enduring mental health* 
problems, with particular reference to their primary care. Developed 
around taught modules, the curriculum applied principles of interpro- 
fessional learning to collaboration while teaching evidence based 
practice.
(Annandale et al 2000; NHS South West 2001)
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Developments in south-west England, notably in Bournemouth, enjoy close 
links with the Interdisciplinary Professional Education Collaborative in the 
USA, which is dedicated to the introduction of continuous quality improve- 
ment (CQI) into interprofessional education (Schmitt 2000). Numerous CQI 
projects have been introduced in the USA as a grass roots response to the 
pressing need to improve services following the collapse of health care 
reforms proposed by the Clinton administration.
Where the CQI process entails learning between the participant profes- 
sions, it is increasingly treated as interprofessional education - interprofes- 
sional education with direct impact on the quality of practice (Bennan and 
Brobst 1996; Freeth et al 2002). Some may cry foul, suspecting sleight of 
hand to redraw the boundaries of interprofessional education to.'prove' thai 
it benefits practice. Others may see the redefinition as critical to put quality 
improvement at the heart of interprofessional education. Viewed thus, the 
challenge lies in building CQI into other models of interprofessional educa- 
tion. Bournemouth University, for example, places undergraduate students in 
teams employing CQI so that they can learn how to effect service improve- 
ments (Annandale et al 2000), although the general application of the CQI 
model may be constrained by the number of suitable placements (Barr 2000).
Changing the professions
Six courses in England prepare students for joint qualification as social 
workers and learning disability nurses. The impetus at South Bank Uni- 
versity came from local learning disability service managers who believed 
that neither qualifying system, on its own, would equip staff adequately 
for the new community services being set up following the closure of a 
large hospital The South Bank programme lasts three years and con- 
fers qualifications in learning disability nursing (RNMH) and social 
work (DipSW) as well as a BSc in Nursing and Social Work Studies.
The programme reportedly gains from combining two professional 
cultures, meeting the requirements of two regulatory bodies, the Eng- 
lish National Board for Nursing, Midwifery and Health Visiting (ENB) 
and the Central Council for Education and Training in Social Work 
(CCETSW), and their commitment to partnership between education 
and practice. Partnership also includes people with learning disabilities 
who contribute to teaching on their own terms.
Two long placements follow a common foundation programme. The 
second of these is carried out, so far as possible, in a practice setting 
involving interprofessional teamwork. Weekly tutorials encourage 
reflection on practice - interprofessional practice - while regular sem- 
inars explore the concept of 'joint practitioner'. Service users help to
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determine objectives and as teachers. Students are assessed against 
eight core competencies, which integrate requirements made by the 
regulatory bodies.
Students valued the way in which the course had helped them to 
make assessments holistically, work in multidisciplinary teams and 
establish a broad knowledge base for their practice. Learning from 
people with learning disabilities prompted students to reflect upon their 
own power and enhanced understanding of the user perspective. Ser- 
vice managers welcomed students' capacity to embrace both health and 
social needs. Of the first 15 students to graduate, 13 provided informa- 
tion about their subsequent employment. Seven had taken nursing 
posts (six in learning disability posts), five had taken social work posts 
(one in a learning disability post) and one had become a care manager.
(Davis et al 1999; Sims 2002)
These joint programmes came about indirectly from the Jay Committee 
(1979), which was intent on replacing a medical model by a social model for 
the learning disabilities field. The Committee recommended that the nursing 
qualification be replaced by a social care qualification. Nurses, parents and 
pressure groups were implacably opposed. Relationships between nursing 
and social care deteriorated as a result, frustrating efforts to establish closer 
collaboration in education and practice, and forcing government to reject the 
Jay recommendation. It called instead on the then General Nursing Councils 
and CCETSW to convene a joint working group to find a way forward, which 
they duly did with recommendations for joint training and dual qualifications 
(GNCs/CCETSW 1982).
Interprofessional education, as hitherto conceived, was a means to. culti- 
vate collaboration between discrete professions, based on mutual respect for 
boundaries, functions and values. Could it, at the same time, be an instru- 
ment of 'educational engineering' to change designations, roles and qualifica- 
tions? Or would tension generated compound collaboration, as it did, at least 
in the short term, in learning disabilities? That tension may have been 
resolved hi those learning disability services where dual qualification holders 
have been deployed, although numbers are few, impact on practice cor- 
respondingly small and independent evaluation lacking.
Dual qualifications and combined professions sit uncomfortably within 
interprofessional education as understood in other fields. Experience gained 
in learning disabilities must, however, be taken into account now thatNHS 
workforce policies expect education, not only to promote collaboration, but 
also a more flexible and mobile workforce (Department of Health 2000).
Was this what the WHO meant by changing practice and the professions 
through education? Perhaps, for it too was frustrated by restrictions that 
threatened its health promotion strategies (WHO 1976, 1978). National or
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international, arguments for joint studies to cultivate collaboration and create 
a more flexible workforce must be reconciled
Integrating the approaches
Modifying reciprocal attitudes may under favourable conditions help to sur- 
mount barriers to collaboration, yet fail to provide the knowledge and skills 
necessary to work intelligently and competently with other professions and 
organisations. Acquiring common values, knowledge and skills may secure 
common foundations for collaborative practice, yet fail to surmount the 
attitudinal barriers to collaboration for lack of opportunity to address pro- 
fessional differences.
Team-building may prepare students for teamwork, yet neglect more dif- 
fuse and more diverse collaboration across agency boundaries and with 
communities, involving service users and carers. Problem-based learning may 
often be the preferred interprofessional learning method, but it is not the only 
one and may be more effective when used in combination with others. 
Community-based enquiry may ensure that learning is practice-led, but its 
effectiveness depends on a responsive college curriculum.
Continuous quality improvement may be the one interprofessional learn- 
ing method with direct impact on practice, but its application will remain 
limited to locally based learning unless and until constraints can be overcome 
to apply it in combination with other interprofessional learning methods. 
Interprofessional education may be employed to remodel professions, 
redistributing responsibilities, redrawing boundaries and lowering barriers, 
and so help to implement workforce reforms, but may generate discord and 
frustrate collaboration. No one approach has all the answers; together they 
offer a promising repertoire.
Given that interprofessional education is typically short and work-based 
(Barr and Waterton 1996), teachers and trainers must set realistic objectives 
within the constraints of time and place (Barr 1996). Students and workers 
need to be disoininating hi choosing the interprofessional learning 
opportunity best suited to their immediate learning needs, but with an eye to 
their continuing personal and professional development plan, which may 
include a variety of interprofessional learning experiences with different but 
complementary objectives. Similarly, teams need to decide which members 
should take advantage of which interprofessional learning opportunity in the 
interest of overall competence.
Longer and more complex interprofessional education programmes are 
being introduced in the UK, notably at undergraduate level, with time, space 
and resources to include diverse approaches such as those explored in this 
chapter. Successful integration will entail more than mixing and matching, 
which presupposes an agreed and coherent theoretical rationale, based on a 
critical and comparative evaluation of selected approaches grounded in the
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'Evidence. Systematic reviews can help, but sources are too few and too limited 
to permit such, analysis (Barr et al 2000; Freeth et al 2002). Prospective 
.fesearch will have to be undertaken, evaluating different approaches and 
employing consistent research methodology within a single conceptual 
framework. That is the next challenge.
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FOREWORD
By Dr John Horder, CBE
President of CAIPE and
Chairman of the Survey Steering Group
This paper reports on the first United Kingdom (UK) survey of 
interprofessional education for six years, the first since radical 
reforms in health, social care and education took effect, the first 
to cover community care as well as primary health care and the 
first to include Northern Ireland.
The survey sought to obtain an indication of the incidence and 
nature of interprofessional education initiatives in the UK. From 
the outset the steering group recognised that this was an 
ambitious task. Despite a low response rate to the first of the 
two questionnaires, there is much to be learned from the total 
response. The information obtained provides many pointers to 
the state of the art in interprofessional education, even though it 
is not possible to deduce its present scale from this survey or to 
make comparisons with CAIPE's earlier survey in 1988/89.
Many of the findings are encouraging. Initiatives involved 
almost every health and social care profession, during pre- 
qualifying and post-qualifying education, throughout all parts of 
the UK. Topics covered a wide range of contemporary health 
and social care issues, while many initiatives addressed the 
need for collaboration within and between professions and 
services. Many had also won the imprimatur of validating 
bodies, enabling participants to count their interprofessional 
learning towards qualifications in their respective fields. Nearly 
all had been evaluated. An encouragingly large number were 
being repeated and developed.
There is much that calls for closer study, including means to 
stimulate interactive learning, types of assessment and 
methods of evaluation. There is also much which teachers and 
trainers may learn from one another via the pages of this report.
Here then are findings which are full of implications for future 
developments, policy and planning, yet honest and realistic 
about the problems of investigation in this field.
April 1996
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SUMMARY
This survey investigated interprofessional education and training in community- 
based health and social care throughout the UK. It was designed to:
  provide an up-to-date overview of interprofessional education and training
  facilitate networking
  provide a database accessible to CAIPE's members and interested others
  inform CAIPE's future policies and priorities
  enable CAIPE to target its services.
Two postal questionnaires were administered. The first was sent to managers, 
teachers and trainers in statutory and voluntary health and social care organisations 
and educational institutions, thought either to be running, or to know who would be 
running, initiatives in interprofessional education or training. The second was sent to 
respondents to the first questionnaire who reported initiatives that included two or 
more professions amongst their participants and that lasted two days or longer.
The first questionnaire requested basic information about initiatives plus the name 
and address of a contact person. 2,498 copies were sent out. A fifth were returned, 
reporting on 455 valid initiatives. For several reasons, given later (see Appendix A. 
The Methodology Reviewed) it was decided not to follow up the non-respondents. 
The second questionnaire sought more detailed information. Of the 231 copies of 
the second questionnaire sent out, 184 were returned (four fifths) reporting on 200 
valid initiatives.
The majority of initiatives reported had started during the preceding three years. The 
most highly ranked reason for starting them was "meeting common learning needs 
across professions" followed by "responding to new/changing health/social 
problems". Topics ranged from audit to ethics, from collaboration to counselling, and 
from childbirth to palliative care.
Most were run by universities and colleges, followed by health and local authorities, 
but a tenth were run jointly between different organisations. They lasted from less 
than a day to 2 to 3 years part-time. Some were complete in themselves; others 
brought together participants for parts of uniprofessional courses, sometimes within 
modular systems.
The professional mix for participants and for teachers was similar, including 
education, management, medicine, nursing groups, professions allied to medicine, 
psychology, social work and numerous others. Some initiatives also included 
administrators, receptionists, voluntary workers, as well as service users and their 
carers.
Curriculum content emphasised learning common to the professions. Use of 
practice-based learning varied. Participants' learning was assessed in most cases 
and satisfactory completion counted towards qualifications. Most initiatives were 
validated, internally or externally. Most had also been evaluated, mainly in terms of 
process and participants' satisfaction, but few reports of evaluations had been 
published.
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PUTTING THE SURVEY IN CONTEXT
Since the late sixties, numerous initiatives have been taken throughout the UK to 
enable practitioners, managers and educators from different health and social care 
professions to learn together. Some respond to needs held to be common across a 
number of professions. These include updating knowledge, eg work with the same 
group of service users, acquiring additional practice skills, eg in counselling, and 
preparation for teaching/training, research and management roles. Others create 
opportunities for the professions to leam from and about one another, enabling them 
to compare roles and responsibilities, powers and duties, and opportunities and 
constraints as means to cultivate mutual respect and collaboration, whether within 
the same team or through looser networks. These purposes are not mutually 
exclusive. They co-exist, more or less comfortably by design or by accident.
Initiatives are to be found in the workplace, in educational settings and elsewhere. 
They are commissioned and run by employing bodies, universities and colleges, 
validating bodies, professional associations, trade unions, voluntary organisations 
and pressure groups amongst others, either individually or in partnership.
Many contribute to continuing professional development and post-qualifying studies, 
fewer so far to pre-qualifying studies, although resistance to their development 
seems to be diminishing.
At one level, the drive towards interprofessional education springs from reforms in 
health and social care. Government policy statements, audit reports and official 
enquiries have called for closer collaboration within and between health and social 
care professions in community care, primary health care, health education, child 
protection, mental health and other fields.
Invariably, interprofessional education has been commended to promote 
collaboration (Barr, 1994; Leathard, 1994; Soothill, 1995; and Weinstein, 1994). As 
service needs and policy trends create greater pressure for interprofessional 
working, both managers and practitioners value it more highly and increasingly want 
to undertake shared learning. (Baker & Wilmer, 1995; Tope, 1994; Vanclay, 1995). 
At a more profound level, it can be seen to spring from the need to counter trends 
towards elitism, rivalry and inflexibility resulting from the process of 
professionalisation (Carrier and Kendall, 1995).
Interprofessional education also has to be understood within the context of wide- 
ranging reforms in education and training. These include the integration of specialist 
professional schools into the mainstream of higher education, the extension of 
modularisation to include professional education, the expansion of open learning, 
the devolution of training budgets, the application of the purchaser/provider split 
and, by no means least, the extension of Scottish and National Vocational 
Qualifications to include professional education. (Barr, 1994; Weinstein, 1994).
A bewildering array of terms describe initiatives, ranging from "joint training" to 
"shared learning" and from "multidisciplinary education" to "interprofessional 
education". All too often they are used interchangeably, less often with precise 
meanings which enjoy general currency. Consistent with CAIPE's title, 
interprofessional education is the preferred term throughout this report.
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INTRODUCTION
An Earlier Survey
In 1987 CAIPE commissioned the Institute of Community Studies to establish the 
extent and nature of recent "initiatives" in interprofessional education in Great 
Britain which involved primary health care professionals. A postal questionnaire was 
sent to people likely to have organised or taught on such initiatives held during 
1987/88 (Shakespeare et al. 1989).
An Interim Review
Pending an opportunity to mount another survey, CAIPE commissioned the School 
of Social Studies at the University of Nottingham to undertake a "Review of Shared 
Learning". This comprised interviews with people at the leading edge of 
developments to identify trends and issues (Barr, 1994), telephone surveys in two 
English counties (Shaw, 1995) and a critique of evaluations of initiatives reported in 
the UK literature (Barr and Shaw, 1995).
The interviews highlighted the impact of recent reforms not only in health and social 
care, but also in higher and vocational education. This seemed to account for a 
marked increase in the number of occasions when health and social care 
professions learned together. There were, however, competing agendas. While 
some initiatives seemed to have been launched to facilitate collaborative practice, 
others seemed to have been inspired by the need to rationalise education and 
training systems, to effect economies of scale and to ensure viability in cost- 
conscious times.
The telephone surveys provided an early warning of growing difficulties in picking 
out shared learning which aimed to improve collaboration. The problem was seen to 
lie in distinguishing between those occasions when professions simply learned side- 
by- side and those when they learned from and about one another, about their 
respective values, perceptions, roles and responsibilities.
The review of UK literature summarised 19 selected evaluations of interprofessional 
education. This prompted questions about the extent to which other initiatives had 
also-been evaluated, the issues addressed and the methods employed, questions 
about which findings of the present survey shed light.
Findings from the review reinforced the need to undertake another survey and 
provided pointers for its design.
A New Survey
While the Review was in progress, CAIPE had made a successful application to the 
Department of Health "to repeat and extend the (earlier) survey to cover 
professionals working in both primary health and community care and, by 
comparative analysis, measure changes, innovations and developments in shared 
education". This second survey was to "include information about subject and
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content of courses, participation levels, the nature of professional mix, the cost and 
professional time factors, purchasers of education, frequency and duration of 
courses, geographical distribution, educational methods and evaluation of 
outcomes". This time CAIPE decided to undertake the survey itself.
Funding available from the Department was, however, less than requested. In 
consequence, the researchers' time was reduced by more than half, ie three person 
days per week instead of the seven person days originally proposed (for one year). 
One of us (HB) was retained for one day per week and the other (SW) made 
available for two days per week (out of four for which she was employed by CAIPE). 
Cuts in the proposal were, however, kept to a minimum.
Within these constraints, plans began to take shape during the summer of 1994. A 
Steering Group was appointed, with which all decisions were, taken regarding the 
form and scope of the survey.
Consistent with the agreed brief, methodology followed closely that for the previous 
survey (see Section 2). Comparable methods would, it was anticipated, produce 
.comparable findings.
Purposes
CAIPE had five purposes in mind:
  to obtain an up-to-date overview of the incidence, aims, form, methods and 
content of interprofessional education throughout the UK, while monitoring 
changes since the earlier survey;
  to use the data obtained to facilitate networking and cooperation between 
initiatives in neighbouring areas and engaged in similar tasks;
  to establish an operational database accessible to its members and to 
interested others, including policy makers, managers, teachers, trainers, 
practitioners and researchers;
  to use those data to inform its own policies and priorities in promoting and 
developing interprofessional education;
  to assist in targeting its information, advisory and educational services.
While comparisons between the 1988/89 and the present survey were seen to be 
important, they were not seen to be over-riding. The survey would be repeated, not 
replicated in the strict sense of the term, although some of the same questions 
would be retained to provide bases for comparison.
A Definition
It was decided to collect data about education and training initiatives:
  where two or more health and/or social care professions leam together;
  during basic or continuing education and training;
  whether in the workplace, college or university, or elsewhere;
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  whatever the duration;
  in any part of the United Kingdom;
  in respect of any service based in the community;
  without restriction in terms of types of service user;
  completed between 1 October 1993 and 30 September 1994.
Occasions when health and social care professions studied alongside one another 
seemed to be on the increase. While the focus for CAIPE was those which aimed to 
promote collaborative practice, it was interested in knowing about as many 
occasions as possible where professions studied together, from which it might be 
able to determine later which held the potential to be developed to promote 
collaboration. CAIPE would then be better placed to target information and formulate 
priorities.
Boundaries
Since 1989, CAIPE had extended its remit to take in community care, in addition to 
primary health care. While the earlier survey had covered community care (and 
other fields) only when primary health care professions participated, it now seemed 
appropriate to include it in its own right, alongside primary health care. Indeed, merit 
was seen in including as many initiatives as could be found where health and/or 
social care professions learned together for whatever purpose in community-based 
(but not institutionally-based) services.
The earlier survey (Shakespeare et al. 1989) had covered initiatives which included 
one or more of five professions known to be either working in or otherwise involved 
with primary health care, namely community midwives, district nurses, general 
practitioners, health visitors and social workers. To have stuck with these would 
have been incompatible with the decision to treat health and community care evenly. 
It would have also excluded many professions known to be included in current 
initiatives. It was therefore decided to include all health and social care professions, 
without listing them, for fear of inadvertent omissions.
Finally, all concerned were keen to include Northern Ireland which forms part of 
CAIPE's UK remit, not least because its Health and Social Services Boards provided 
a unique opportunity to see how initiatives had been developed in relation to their 
unified structure.
The resource implications of these decisions were acknowledged at every stage, 
recognising that little would be held in reserve for contingencies.
Preliminary Consultations
During the preparatory stages of the survey, CAIPE was in consultation, amongst 
others, with the National Health Service Executive, the Social Services 
Inspectorate, the Association of Directors of Social Service (which gave its formal 
endorsement), and the Central Council for Education and Training in Social Work.
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METHODOLOGY
Postal Questionnaires
A single questionnaire was devised in the first instance. This was derived from the 
one used for the 1988/89 survey, but included many additional questions. It 
therefore needed to be piloted. Accordingly, the draft was sent to 29 CAIPE 
members asking them to fill it in for an initiative which they had run or in which they 
had participated.
Sixteen copies were returned completed. Other comments took the form of letters. 
The consistent criticism was that the questionnaire took too long to fill in and that 
this would be off- putting for potential respondents. It was therefore decided to 
reduce the overall number of questions and to divide the collection of data into two 
phases using separate questionnaires.
The first questionnaire was sent to the following groups throughout the UK between 
November 1994 and January 1995:
Health Service Trainers
Facilitators in Primary Health Care 
Trainers in Community-based Trusts
Joint Appointments
Joint Trainers for Health and Social Services
Tutors of Joint Practice Teaching
Initiatives for Nursing, Occupational Therapy and Social Work
Medicine
Undergraduate Medical School Deans 
Postgraduate Medical School Deans 
General Practice - Regional Advisers 
General Practice Tutors 
General Practice - Course Organisers
Nursing Groups
Directors of Nurse Education
Directors of Courses in District Nursing and Health Visiting
Directors, Tutors and Teachers in Midwifery Education
Professions Allied to Medicine
Course Organisers
Social Work
Tutors of Qualifying Courses 
Post Qualifying Coordinators 
Training Officers in Social Services/Social Work Departments
Voluntary Sector
Members of the Training Network of the National Council of Voluntary 
Child Care Organisations
Other
Trainers for Community Care
Contacts provided by Respondents to the Pilot Questionnaire
Teachers in Membership of CAIPE
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As a further means to identify initiatives, a proforma was interleaved in the 
November 1994 mailing of the CAIPE Bulletin and the Journal of Interprofessional 
Care, asking readers to draw attention to initiatives.
Information volunteered, with additional names suggested by respondents to the 
questionnaire, provided more than a hundred further people to whom questionnaires 
were sent. Copies went out in January to contacts who had been notified in time to 
be included in the survey. Contacts suggested too late for inclusion in the survey 
have been followed up subsequently so that information about their initiatives can 
be included in CAIPE's operational database.
A covering letter asked respondents to complete a questionnaire for each initiative 
which they had run during the year under review. In some instances, this entailed a 
considerable amount of work. The first questionnaire asked for the title of the 
initiative, its place in basic or post-qualifying education, organisations which 
instigated and ran it, location, duration, when first run and professions included.
The follow-up questionnaire to the longer initiatives asked whether they constituted 
the whole or part of participants' learning, and for information about factors 
influencing the decision to launch them, the pattern of study, frequency, 
professionals represented as teachers and participants, content, learning methods, 
assessment, credit for awards, validation, evaluation and future plans.
Both questionnaires included a mix of closed and open-ended questions. Closed 
questions were preferred, wherever practicable, to simplify coding and analysis, and 
with a view to making comparisons with the previous survey. Open-ended questions 
were used, however, where earlier research provided few pointers to likely answers, 
and to avoid arbitrary restriction of responses.
Copies of the questionnaires and explanatory notes can be found in Appendix D.
Some Key Questions
The choice of questions was informed by developments in education and practice 
since the 1988/89 survey, including outcomes from the Review of Shared Learning 
(Barr, 1994; Barr and Shaw, 1995; and Shaw, 1995) and from a survey of 
interprofessional masters courses (Storrie, 1992).
Some of the key issues in the first questionnaire were:
  implications of the purchaser/provider split for interprofessional education 
(questions 3 and 4);
  partnership in purchasing/providing interprofessional education 
(questions 3 and 4);
Some of the key issues in the second questionnaire were:
>
  
competing arguments for launching interprofessional education 
(question 4);
  
mixing and matching teachers and participants 
(questions 8, 9,10 and 11);
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addressing commonalities and differences between professions 
(question 12);
use of didactic teaching or interactive learning methods 
(question 13);
means of assessing individual and group learning 
(question 15);
crediting interprofessional education towards qualifications 
(question 16);
validation of interprofessional education 
(questions 17 and 18);
bases for evaluation 
(question 21).
Response rates
  to the first questionnaire
Of 2,498 copies of the first questionnaires sent out, a quarter were returned. Of 
these, 188 were returned blank. A further 53 reported initiatives included only one 
profession, and one was a duplicate. This left 251 valid responses, reporting on 316 
initiatives in separate questionnaires, with a further 139 reported on the same 
questionnaires. This added up to 455 initiatives. A breakdown of respondents by 
category is given in Table a, Appendix B (page 47).
Some respondents sent prospectuses, either for the initiative reported in the 
questionnaire or for others. Some also sent annual calendars listing numerous 
initiatives. It would have been neither reasonable nor practical to ask respondents to 
complete additional questionnaires for each of these initiatives. Nor, on the basis of 
the information provided, could the researchers always be certain that the initiatives 
would have met their criteria for inclusion in the survey. Nevertheless, it became 
increasingly clear that respondents were responsible for substantially more 
initiatives (ranging from day workshops to masters courses) than they had recorded 
on their questionnaires. This indicates that the survey's findings substantially 
understate the actual incidence of interprofessional education, without making any 
allowance for returns which non-respondents might have made.
Lack of time and funds precluded sending written reminders and telephone calls as 
originally envisaged. The steering group was advised that even with reminders, the 
response rate might not increase significantly and decided to concentrate on 
seeking more detailed information about reported initiatives. Possible explanations 
for the limited response are discussed as part of the review of methodology in 
Appendix A.
  to the second questionnaire
A copy of the second questionnaire was sent to each of the respondents to the first 
questionnaire who had indicated that his or her initiative had lasted two days or 
longer (having first checked that they had indeed included two or more professions).
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An extra copy was sent with a reminder letter to all those who did not respond by the 
deadline. These were follpwed up by phone calls to those who still had not replied. 
184 replies were received in total which provided information about 200 
interprofessional initiatives. The second questionnaire therefore achieved an 80% 
response rate.
Analysis and Interpretation
Although respondents had been asked to complete a separate questionnaire for 
each initiative, information provided took a variety of forms. Course brochures and 
letters were sent as well as single questionnaires filled in for two or more initiatives. 
This made analysis difficult.
Data from the multiple replies supplied on a single questionnaire were analyzed 
where possible. While the brochures and letters could not be analyzed as part of 
the survey, they have proved to be invaluable in compiling CAIPE's database (see 
Appendix C, Page 51). Furthermore, information about initiatives in the planning 
stage (which therefore fell outside the period covered by the survey) has been 
followed up for inclusion in that database.
The process of analysis included the coding of open-ended questions by the 
researchers. Responses were grouped into categories for each question following 
intensive scrutiny of replies. Data entry and computer analysis were then 
undertaken for CAIPE by Dr lan Shaw in the School of Social Studies at the 
University of Nottingham. He used the Statistical Package for the Social Sciences 
(SPSS), which is a comprehensive and integrated system for entering, managing, 
analysing and displaying data.
Within the constraints of the budget, a limited number of cross tabulations were 
tested. They included an attempt to find correlations between reasons for launching 
initiatives, curriculum content, learning methods and types of evaluation. None 
reached a statistical level of significance. In view of this, they have been excluded 
from this report.
Interpretation of findings was a collaborative effort between the researchers and lan 
Shaw. The findings from those initiatives reported in questionnaires completed and 
returned to us are now outlined.
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FINDINGS FROM THE FIRST 
QUESTIONNAIRE
Titles and Topics
Initiatives covered a wide range of topics, which defied easy classification. 
Reference was made to patients or clients by life stage, or by care appropriate at 
that stage (childbirth, paediatrics and midwifery, children, elderly, terminal illness, 
palliative care), to chronic illnesses (asthma; epilepsy; diabetes; multiple sclerosis), 
to community care, to collaboration, to health education and promotion (including 
sexuality; HIV; women), to disabilities (learning; physical; sensory), to mental health, 
to research, to health, community or welfare studies, to counselling, to management 
(including audit; information systems), to education and training (general and 
continuing), and to ethics. Frequencies are grouped under these headings in Table 
b, Appendix B (see page 48).
A selection of the initiatives, giving both titles and participating professions, are 
listed below in order to give a flavour of the range reported.
Short initiatives that lasted less than two days
Titles and topics of initiatives under two days included the following:
  disability awareness workshops for occupational therapists 
and social workers;
  child protection seminars for health visitors, teachers, social workers; 
and police;
  outdoor education for the mentally handicapped for social workers, teachers 
and community nurses;
  epilepsy and asthma for social workers, nurses and teachers;
  clinical exercises for medical and pharmacy students;
  cardiopulmonary resuscitation for nurses, medics and paramedics;
  impact on young children of maternal postnatal depression for GPs, health 
visitors, school nurses, psychologists and social workers;
  collaborative community care planning for nurses, GPs, social workers and the 
voluntary sector;
  . achieving positive health in old age for nutritionists, nurses "and GPs;
1 patient communication and basic counselling for nurses, GPs, paramedics, 
social workers, clergy and the voluntary sector;
*
1 managing depression in primary care for GPs, nurses and counsellors;
> joint study days for GP trainees and midwifery students and for social work 
and nursing students;
  managing change, team development and team building for GPs, nurses; 
receptionists and practice managers
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HIV/Aids study days for social workers, GPs, nurses, youth workers and 
occupational therapists;
managing aggression for dentists, doctors, pharmacists, nurses, practice 
managers and optometrists;
changing childbirth for midwives and GPs;
care of the elderly for GPs, hospital doctors, occupational therapists 
and nurses;
use of statistics for clergy, solicitors, GPs, surgeons and nurses; 
black mental health issues for community nurses and social workers;
multidisciplinary study day for tutors of general practice, social work and 
nursing students;
weekly lunchtime clinical meetings for practice staff including GPs, counsellor, 
acupuncturist and osteopath.
Initiatives that lasted over two days
Professional Development
Of the two hundred reported initiatives lasting over two days, just over half 
comprised a continuing professional development. One third of these carried credit 
towards a qualification (which was sometimes PGEA - the postgraduate education 
allowance for doctors). While almost half of those concerned with primary care and 
mental health carried some credit towards a qualification, few did so in community 
care or child protection.
Just under a third of the reported initiatives in continuing professional development 
were concerned with team development in primary health care, team building and 
management and a similar number were concerned with specific primary health care 
topics such as communication skills, HIV/Aids, asthma, diabetes and cancer. Just 
under a fifth were concerned with community care, including topics such as joint 
foundation, needs led assessment, community care in context, planning and 
managing community care. The remainder were concerned with child and family 
services and mental health and learning disability. One example dealt with palliative 
care, one with bereavement and one with research and evaluation skills.
Interprofessional Degrees
Almost one sixth of the 200 reported initiatives over two days long were 
interprofessional degrees. Two initiatives provided a joint qualification (a nursing 
and a social work qualification for working in learning disability). Four were 
undergraduate/top up degrees (BSc Health Studies and BA Hons Social and 
Professional Studies being two examples) while the remajnder were postgraduate 
degrees.
Some examples of the titles of the postgraduate interprofessional degrees were:
  MSc Health Professional Education;
  MSc in Interprofessional Studies;
  MA in Health and Social Policy;
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Practice Supervision
Pre-qualifying and post-qualifying studies
Organisations instigating and running initiatives

Instigating and Running Initiatives Jointly
Figure 1 Combinations of Organisations Jointly Instigating 
and Running Initiatives
The Inter-Agency Community Care Training Team comprised representatives
from the District Health Authority, the Family Health Services Authority and the
Social Services Department. It had been, set up with a 21 months lifespan to
promote and coordinate joint training to implement the NHS and Community
Care Act Members were accountable to senior managers in their respective
authorities, who comprised the Steering Group.
Following internal consultations with trainers and operational managers in
each authority, workshops and seminars were to be promoted to facilitate
closer collaboration between hospitals, community health services and social
services in implementing community care policies.
Short term aims included developing a network for information exchange,
devising a holistic training strategy, and updating and reviewing that strategy,
and preparing for the new assessment arrangements.
Long term aims included developing structures for inter- agency collaboration,
identifying facilitators, co- ordinating developments, monitoring and evaluating
impact and effectiveness of the Training Team, and identifying shortfall in
training provision.
Particular attention was to be paid to discharge planning. One of the key
philosophies of the Training Team was that by providing information and
forums for people to exchange ideas, interprofessional barriers would be
eroded and staff themselves empowered to provide a quality service for their
consumers.
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Regions and Countries
Venues
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Table 3.
32.3
20.2
19.3
12.5
0.4
14.3
0.9
100
Length of Initiatives
Figure 2 Length of Initiatives
100 
Number
125
When initiatives started
Figure 3 Year when Initiatives were First Held
 s
i'
At first the University ran courses on research methods for one or other of the 
helping professions. These comprised half a day per week over 12 weeks. Each 
participant was helped to devise a research plan on an issue arising from his or 
her practice. Support was provided in carrying out the research over the following 
12 months. Some participants completed their projects, others not Failure to 
complete was attributed variously to such reasons as the participant's position in 
the agency, staff shortages, and changing jobs to a setting where the research 
topic was no longer relevant nor enjoyed the support of management.
A structure was seen to be needed which avoided isolating participants from their 
agencies. The introductory course was abandoned. Instead of seeking to attract 
individual participants, discussions were held with managers about their current 
interests and concerns, from which research topics and potential researchers 
emerged.
Each project was in three phases: tapping the knowledge of practitioners; 
undertaking the research; and disseminating findings and utilising research. As 
projects developed, they became more than research and included elements of 
staff development and team building.
These developments encouraged University staff to reintroduce research 
courses for individual participants with substantial modifications. A two year 
programme was devised for managers and senior staff in health, social 
services and related fields who wanted to pursue their own research projects 
in the workplace. Senior managers were involved from the outset in defining 
the research topic and were invited to regular meetings during the programme 
to review progress.
Focus groups brought together participants engaged in the same task, often 
across professions, agencies and work settings. University staff were alive to 
possibilities for parallel projects in different agencies and for consortia to 
engage in "partnership research".
FINDINGS FROM THE SECOND 
QUESTIONNAIRE
Reasons for Launching Initiatives
26
Patterns of Study
The undergraduate courses for occupational therapy (OT) and physiotherapy 
offered in one university interlocked. Twelve modules (including some 
options') were completed in their entirety by both groups of students. Parts of a 
further seven modules were studied together, with other parts kept separate. 
The remaining ten modules were wholly separate, five for OTs and five for 
physiotherapists. By year three the optional modules offered were a mixture 
of profession specific and those studied together.
As the following outline shows, studies became more integrated as the three 
years progressed.
MODULES
Year Two
Year Three
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Residential and Non-Residential
Times Run
The Teachers
Figure 4 Number of Teachers/Trainers per Initiative
CO
20-
10-
2to5 6 to 10 11 to 15 16 to 20 21 or more No answer
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Figure 5 Number of Initiatives including each Profession/Discipline 
amongst its Teachers/Trainers
The Participants
Figure 6 Number of Participants per Initiative
30
Figure 7 Number of Initiatives including each Professional Group 
amongst its Participants
Combinations of Participants
Comparing Professions of 
Teachers/Trainers and Participants
Organised by the University's Department of General Practice, the MSc in 
Primary Health and Community Care included community development 
workers, educators, health visitors, GPs, nursing groups, physiotherapists and 
social workers as participants. The teachers were health economists, health 
service managers and GPs.
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Curriculum Content
Given that Mental Health Support Workers were a newly created resource, 
there were no precedents upon which to call in designing the mental health 
certificate course for them. Information necessary to devise the curriculum 
resided in the practitioners themselves. A cross-section of workers and line 
managers from a range of agencies in the region worked to develop the 
initiative over a period of six months.
The notion of competence was supported although the emerging NVQ system 
was found to be of limited value. An analysis of tasks could not capture a 
creative practice model. Instead, core characteristics of practice and what 
constitutes a competent worker were identified by studying it over time.
Learning Methods
study programme for health and social services managers included ten 
workbooks, each representing between two and three weeks of study. These 
workbooks Included many exercises and activities. Some of these were used 
in tutorial groups, enabling participants from one or more type of agency to 
work through management problems in the company of one another.
Participants were also referred to recommended reading and to audio and 
video tapes. The reading was of three sorts: a resource book on developing 
communication skills, essential and optional reading reproduced from other 
texts, and set books. Videos sequences provided case material, while audio- 
cassettes amplified topics introduced in the workbooks.
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Practice-Based Learning Methods
Assignments during the masters and diploma programme in Health 
Information Management gave each student an opportunity to understand and 
illustrate principles of good practice by undertaking a case study in the 
workplace. Examples of such studies included:
helping to develop the information and IT strategy for a Combined 
Purchasing Consortium, by a District Information Manager;
a study of information needs to implement the Patient's Charter, 
by a Nurse Manager;
an analysis of the use of the CD-ROM database in the Medical 
School, by a Medical Librarian;
* developing a method for studying information needs of a specialty in 
an acute hospital, by a Resource Management Project Manager.
Dissertations for students proceeding to the masters degree also reflected 
workplace needs, but in broader terms. Examples included:
* devising an information strategy for a Mental Health Unit;
* identifying information needs of managers in support of the 
contracting process in an NHS Trust;
providing nursing informatics training in the UK;
* using a geographical information system within an urban 
community health service NHS trust;
* applying Total Quality Management to information management in 
general practice.
Assessment
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Table 4.
A variety of assessment methods had been chosen for the BSc in Health and 
Community Studies, which provided an entry into health and social care.
Examinations were minimal. Assessment strategies reflected the emphasis of 
the course upon the acquisition of core skills and competencies. They 
included the use of written, oral and poster presentations, plus portfolios and 
profiling. Presentations were either individual or in groups. The value of a 
variety of assessments was seen to allow students to demonstrate the 
integration of knowledge, skill, attitudes and competence learned from their 
studies.
Credit
34
The distance learning programme in medical education was open to 
participants from a range of professions. An "Introductory Trends Unit" raised 
awareness of key issues in medical education. The Certificate provided an 
overview of those issues. The Diploma provided further study of key issues. 
The Masters Degree provided in-depth study of one aspect of medical 
education.
The programme comprised units of study, each carrying two credits towards 
the total of 40 required for the Certificate and 80 for the Diploma. A further 40 
credits were required to gain the Masters Degree.
Validation
35
Based in a Research Centre, the course in learning disabilities had been 
validated by both the English National Board (ENB) and Central Council for 
Education and Training in Social Work (CCETSW), and the Diploma had been 
recognised by the University. In consequence, successful students were 
eligible for the award of the ENB 705 certificate and could claim credits 
towards the CCETSW advanced award, as well as gaining the University's 
Diploma. The course also enjoyed the support of three neighbouring health 
authorities and the local College of Nursing.
Evaluation
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Repeating Initiatives
Requirements for Further Developments

DISCUSSION
The Purposes Revisited
Estimating the Scale of Activity
Grounds for Encouragement
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Common Principles
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SOME QUESTIONS FOR FUTURE 
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Classification of Interprofessional Education
Working jointly
Involving service Users
Common and comparative curricula
Interactive learning methods
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Table d. 
Combination of participants for courses not leading to an award included the following:
Combinations of participants for courses leading to awards or registration included the 
following:
for Registration/Post Registration:
49
for Registration/Post Registration/Masters Degrees:
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APPENDIX C.
CAIPE'S Database
51

Survey of Interprofessional Education and Training
The Survey
Aims
Boundaries and Definition
Locating Initiatives
Methods
Uses of Data
Personnel
Please address any queries to Professor Hugh Barr, Survey Director, at CAIPE, 344 
Gray's Inn Road, London WC1X 8BP or telephone Sarah Waterton, Research 
Assistant on 071 278 1083.
INTERPROFESSIONAL EDUCATION AND TRAINING IN PRIMARY
HEALTH AND COMMUNITY CARE
A NATIONAL SURVEY
Code No:......
This aim of this survey is to find out about the extent and 
nature of interprofessional education and training for primary 
health and community care professionals that took place 
between 1st OCTOBER 1993 AND 30th SEPTEMBER 1994.
It is financed by the Department of Health and conducted by 
CAIPE (the UK Centre for the Advancement of Interprofessional 
Education). It will serve as a general information resource 
and will help inform CAIPE's work in encouraging and 
supporting those involved in interprofessional education.
Note - throughout the questionnaire we use the words:
participants to mean workers/students;
teachers/trainers also to mean tutors, consultants,
facilitators and mentors;
service users to mean patients and/or clients
Please fill in one copy of this questionnaire for each 
initiative organised. In the case of modular initiatives it 
would clearly be asking too much of you to fill in separate 
questionnaires for each module; therefore please complete only 
one questionnaire for each modularised scheme of study.
Your name......................
Position.......................
Organisation (abbrev.& in full)
Address
Postcode.................................Telephone
1. Title or topic of the initiative:
2. Was the initiative during
(please tick one only)
specify) 
3. Which organisation(s) instigated the initiative?
4. Which organisation(s) ran the initiative?
5. In what town/city etc.was the initiative held?
6. Was it held:
(please tick one or more)
(please specify)................ 
7. How long, in total, did the initiative last?
(If sessional, please estimate the total in whole day 
equivalents, based upon 6 hours per day)
(Please specify) 
8. In what year did essentially the same initiative first 
take place?
(write in year) 
9. Did the initiative's participants include more than one 
profession?
If so, which?
10. Please help us to find other examples of
interprofessional education and training by giving us 
details of as many as are known to you.
(please continue on a separate sheet with any other 
initiatives)

' 
^M^H
If. you replied yes to 3 please name each course from which 
parti cipan ts came .
4. Please mark the following from 1 to 10 in rank order indicating 
the extent to which they influenced the decision to launch this 
initiative? (Marking the most important 1 and the least 
important 10)
(please specify) 
5. Was the initiative:
(please tick one)
5. Was the initiative:
(please tick one)
7. How many times between 1/10/93 and 30/9/94 did it run?
(please indicate)
sessional contributors)
tick all that 
apply and write alongside the particular branch of that 
profession/discipline)
(please write in) 
tick all that apply and write alongside the 
particular branch of that profession and the number of students 
from each]
write in)
12. To what extent did the content of the initiative:
13. To what extent did methods used during the initiative include
14. Was participants' learning formally assessed?
15. By what means?
No 
Individually In groups

21. 
Yes No
22. Has the evaluation been written up?
No U
23. If yes, please give details below
(please answer each question) 
If you have answered "yes" to one or more of these 
questions please give further details below.......
25. What further points would you like to add about the initiative?
26. What for you are the salient issues in interprofessional 
education with which CAIPE should be concerned?
THE TROUBLE YOU HAVE TAKEN TO COMPLETE THIS ADDITIONAL QUESTIONNAIRE
IS MUCH APPRECIATED
Copies of prospectuses, papers and reports which refer to the above 
initiative would be much appreciated/ both to inform the survey and 
for CAIPE to retain for future reference.
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New NHS, new collaboration, new agenda 
for education
University of Westminster, UK
Summary Since its election in 1997, the UK Labour Government has called for collaboration on 
an unprecedented scale throughout the public sector. This paper focuses upon collaboration in and 
surrounding the National Health Service (NHS), with reference to implications for higher education. 
It urges universities to enter into the new spirit of partnership with one another and with the NHS. 
The paper is based upon my inaugural lecture delivered on 13 April 1999 as a Visiting Professor at 
the University of Greenwich, UK.
Key words: collaboration; integrated care; interprofessional education; partnership.
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2. The Policy Framework
Hugh Barr

Framing Knowledge and Skills
Establishing new regulatory bodies
Sustaining commitment to IPE
- allied health professions
"Where there is interprofessional learning the profession specific skills and knowledge of 
each professional group must be adequately addressed. "
- nursing and midwifery
- social work
- medicine
Tomorrow's Doctors 
Tomorrow's Doctors 
Reviewing the regulatory process
Formulating Benchmarking Statements

National Occupational Standards
Devising National Service Frameworks
Harmonising national, regional and local developments
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Paper A7
Chapter 2 
Learning to work under pressure
In Chapter I we summarised some of the many challenges for interprofessional 
education. In this chapter we explore how such education responds to one of these, 
namely the need to support health and social care practitioners as they come under 
increasing pressure. This may well be the key to enabling practitioners to cope 
with the other issues and to improve care for clients.
Responding the needs of the workers
Five Themes
- Ageing Populations
Box 2.1 Community coalitions to improve care for older people. (Anderson et al., 1994)
Box Learning to respond together to the needs of chronically disabled
people. (Jones, 1998)
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1. Puts service users at the centre
Promotes collaboration
3. Reconciles competing objectives
4. Reinforces collaborative competence
Relates collaboration in learning and practice within a coherent rationale
6. Incorporates interprofessional values
Complement common with comparative learning
8. Employs a repertoire of interactive learning methods 
9. Counts towards qualifications
10. Evaluates programmes
11. Disseminates findings
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Preparing individuals for collaborative practice
Learning to work in teams
Developing services to improve care
The fourth focus































































14.1: Classification of research designs employed (N=217)
Research design
Controlled 
No. (%)
Table 14.2: Classification of positive outcomes 
Positive outcome No. 
Table 14.3: Comparison of positive outcomes and duration of IPE
Positive 
Do the stated objectives claim to promote collaborative practice?
How are those claims substantiated?
Does the collaboration contribute to improving the quality of care?
Are the objectives compatible?
How is IPE built into the programme?

Will findings be disseminated?
3% 
% 
Conclusion
29: 
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Chapter 8 
Reconciling Values









Shaping the learning environment
Perspectives on the learning process
Concepts underpinning the learning process
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